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Dorothy  Larson 
show  you 
her  ankles  in 
private? 

Now  she 
shows  them 
in  public. 


Hygroton*  Geigy 

chlorthalidone 


tension,  aplastic  anemia,  leuko- 
penia, ttirombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 
caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  wtien 
epigastric  pain  or  unexplained  G.I. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include;   jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 


Your  office  examination 
confirmed  Mrs.  Larson's 
ankle  edema. 

You  prescribed 
Hygroton— to  get  rid  of 
the  edema. 

And  you  found  that 
l-iygroton  is  not  only 
effective;  it  frequently 
costs  less  than  other 
equivalent  therapy. 

A  nice  way  to  treat  the 
Mrs.  Larsons  in  your 
practice. 

Hygroton  therapy  may 
mean  troublesome  side 
effects  for  some  patients. 
A  summary  of  the  pre- 
scribing information  is 
shown  below. 


breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg..  in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the  com- 
plete prescribing  Information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
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100  mg. 
Hygroton 

chlorthalidone 

and  new 
50  mg. 
Hygroton 


For  the 

Dorothy  Larsons 
in  your  practice, 
you  can  prescribe 
Hygroton 
either  way. 

Hygroton  50  mg.  offers  convenience 
for  your  patients  who  are  halving  the 
100  mg.  tablets  or  taking  one  every 
other  day. 


Please  see 
preceding  pages  for 
prescribing  summary. 


Geigy 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsiey,  New  York  10502 


An  ounce  of  prevention 
3  times  a  day 

An  ounce  of  klixophylli.n— morning,  3  i).m.,  and  night. 

Tliat's  all  it  takes  to  avoid  broncho^pastic  attacks.  But 

be  sure  to  prescribe  the  full  dose. 

There's  little   worry   about   gastric   upset   because 

F.LixoPHYLLiN  is  free,  soluble  theophylline— which  means 

rapid  absorption  and  less  risk  of  gastric  irritation. 

Adult  dosage:  one  ounce  on  arising,  at  3  p.m.  and  on 

retiring. 

Children's  Dosage:  0.2  ml.  per  lb.  of  body  weight  on 

arising,   at  3   p.m.   and  on  retiring.   Adjust  dosage   to 

patient    response.    Do    not    administer    other    xanthine 

preparations  concurrently. 

KLI.XOPHVLLIN  may  be  contraindicated  in  peptic  ulcer. 

ELIXOPHYLLIN 

Eacti  15  ml.  contains  theophylline  (anhydrous)  80  mg,;  alcohol  20''o 


before  breakfast 


Detroit,  Michigan  48211 


in  moderate  hypertension  and 
poorly  controlled  mild  hypertension^ 

(when  diuretics  or  sedatives  are  inadequate,  for  example) 


When  your  patients  expect  a  lot... 
like  relief  from  hypertensive  symptoms 

(headache,  fatigue,  nervousness,  palpitation  or  insomnia,  for  example) 

like  an  up-to-date,  once-a-day  dosage  schedule 

(a  schedule  not  unlike  timed-release  medication,  for  example) 

like  a  daily  dose  of  medication  for  peanuts 

(at  IOC  a  tablet,  for  example) 

hke  generally  well-tolerated  therapy 

(as  described  in  the  package  insert,  for  example) 


...give  them  a  little 

(one  tablet  daily) 


Regroton 

chlorthalidone  50  mg.,  reserpine  0.25  mg. 


Indications:  Hypertension.  Contraindications:  History  of 
mental  depression,  tiypersensitivity.  and  most  cases  of 
severe  renal  or  fiepatic  diseases.  Warning:  Witfi  ttie  admin- 
istration of  enteric-coated  potassium  supplements,  whicfi 
should  be  used  only  vvfien  adequate  dietary  supplementation 
is  not  practical,  the  possibility  of  small-bowel  lesions  (ob- 
struction, hemorrhage,  and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontmue  coated  potassium- 
containing  formulations  immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastrointestinal  bleeding  occur. 
Discontinue  one  week  before  electroshock  therapy,  and  if 
depression  or  peptic  ulcer  occurs.  Use  in  pregnancy: 
Regroton  should  be  used  in  pregnant  patients  or  in  women 
of  childbearing  potential  only  when,  in  the  judgment  of  a 
physician,  its  use  is  deemed  essential  to  the  welfare  of  the 
patients;  adverse  reactions  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with  Regroton  should 
always  be  initiated  cautiously  in  postsympathectomy  patients 
and  in  patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs,  or  curare.  Reduce  dosage  of 
concomitant  antihypertensive  agents  by  at  least  one-half.  To 
avoid  hypotension  during  surgery,  discontinue  Regroton 
therapy  two  weeks  prior  to  elective  surgical  procedures.  In 
emergency  surgery,  use,  if  needed,  anticholinergic  or  adre- 
nergic drugs  or  other  supportive  measures  as  indicated. 
Because  of  the  possibility  of  progression  of  renal  damage, 
periodic  kidney  function  tests  are  indicated.  Discontinue  if 
the  BUN  rises  or  liver  dysfunction  is  aggravated-  Hepatic 
coma  may  be  precipitated.  Electrolyte  imbalance,  sodium 
and/or  potassium  depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Regroton  should  be  dis- 
continued and  potassium  supplements  given,  provided  the 


patient  does  not  have  marked  oliguria.  Take  particular  care 
in  cirrhosis  or  severe  ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction 
IS  not  recommended.  Use  cautiously  in  patients  with  ulcera- 
tive colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients.  Adverse 
Reactions:  The  drug  is  generally  well  tolerated.  The  most  fre- 
quent side  effects  are  nausea,  gastric  irritation,  vomiting, 
diarrhea,  constipation,  muscle  cramps,  headache,  dizziness 
and  acute  gout.  Other  potential  side  effects  include  angina 
pectoris,  anxiety,  depression,  bradycardia  and  ectopic 
cardiac  rhythms  (especially  when  used  with  digitalis),  drowsi- 
ness, dull  sensorium,  hyperglycemia  and  glycosuria,  hyper- 
uricemia, lassitude,  restlessness,  transient  myopia,  impotence 
or  dysuria,  orthostatic  hypotension  which  may  be  potenti- 
ated when  chlorthalidone  is  combined  with  alcohol,  bar- 
biturates or  narcotics,  leukopenia,  aplastic  anemia,  skin 
rashes   thrombocytopenia,  agranulocytosis,  nasal  stuffiness, 
increased  gastric  secretions,  nightmare,  purpura,  urticaria, 
ecchymosis,  weakness,  uveitis,  optic  atrophy  and  glaucoma, 
and  pruritus.  Eruptions  and/or  flushing  of  the  skin,  a  reversi- 
ble paralysis  agitans-like  syndrome,  blurred  vision,  con- 
junctival injection,  increased  susceptibility  to  colds,  dyspnea, 
weight  gam.  decreased  libido,  dryness  of  the  mouth,  deaf- 
ness, anorexia,  and  pancreatitis  when  epigastric  pain  or  un- 
explained G.I.  symptoms  develop  after  prolonged  adminis- 
tration. Jaundice,  xanthopsia,  paresthesia,  photosensitization 
and  necrotizing  angiitis  are  possible.  Average  Dosage:  One 
tablet  daily  with  breakfast.  Availability:  Pink,  single-scored 
tablets  in  bottles  of  100  and  1000.  (B)  46-600-B 
For  details,  see  complete  Prescribing  Information. 


Geigy  Pharmaceuticals,  Division  of 

Geigy  Chemical  Corporation,  Ardsley,  N.Y. 


Geigy 
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ADVERTISEMENTS 


Get  them  ^while 
they^re  easily  reversible. 


Obesity  doesn't  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  oi  weight  gain. 
When  a  new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a  single  capsule  daily. 


Contraindications:  Dextro-amphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia-, 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

S/deEf/ecfs.- Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 
Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A  case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a  fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEC  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 


Bamadex  Sequels 


Dextro-amphetamine  sulfate  (15  mg.) 
with  Meprobamate  (300  mg.) 


Sustained  Release  Capsules 


LEDERLE  LABORATORIES 

ADivision  of  American  Cyanamid  Company 
Pearl  River,  New  York 
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WHAT  DOES 

GALVANIC  SKIN  RESISTANCE 

DEMONSTRATE 

ABOUT  THE  EFFECT  OF 

VALIUM  (diazepam)? 


Galvanic  skin  resistance . . .  one  measure  of  the  Valium  (diazepam)  effect 
in  reducing  the  somatic  response  to  acute  stress" 


The  subjective  value  of  Valium  (diazepam)  has  been  proved  by 
many  clinical  and  empirical  evaluations.  Novf,  also  objective 
criteria  such  as  used  in  other  areas  of  scientific  research  have 
demonstrated  the  effectiveness  of  Valium  (diazepam)  in  reduc- 
ing certain  somatic  responses  to  acute  stress. 
Devised  as  a  research  tool  in  psychosomatic  medicine,  this  in- 
teresting method  records  respiratory  excursions,  galvanic  skin 
resistance,  cardiac  activity  and  finger  pulse  volume  as  physical 


responses  to  stress.  These  autonomic  nervous  system  responses 
to  a  standardized  stressor  — a  film  dealing  with  life-threatening 
incidents  — are  continuously  monitored  on  the  polygraph. 
This  gives  a  graphic  representation  of  changes  which  the  body 
may  undergo  in  reacting  to  stress.  The  application  of  modern 
statistical  analysis  to  these  graphs  provides  a  yardstick  by 
which  the  calming  effect  of  Valium  (diazepam)  can  be  meas- 
ured quantitatively. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a  summary  of  which  follows: 

Contraindications:  Infants,  patients  with  a  history  of  con- 
vulsive disorders,  glaucoma  or  known  hypersensitivity  to  drug. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  or  debilitated  patients  (not  more  than  1  mg,  one  or  two 
times  daily  initially)  to  preclude  ataxia  or  oversedalion,  in- 
creasing gradually  as  needed  or  tolerated.  As  is  true  of  all 
CNS-acting  drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous  procedures 
requiring  complete  mental  alertness  or  physical  coordination 
Driving  during  therapy  not  recommended.  In  general,  concur- 
rent use  with  other  psychotropic  agents  is  not  recommended, 
If  such  combination  therapy  is  used,  carefully  consider  in 
dividual  pharmacologic  effects  — particularly  with  known  com 
pounds  which  may  potentiate  action  of  Valium  (diazepam) 
such  as  phenothiazines,  barbiturates,  MAO  inhibitors  and 
other  antidepressants.  Advise  patients  against  simultaneous 
ingestion  of  alcohol  or  other  CNS  depressants.  Safe  use  in 
pregnancy  not  established.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of  impending  depression; 
suicidal  tendencies  may  be  present  and  protective  measures 
necessary.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Periodic  blood  counts  and  liver  function  tests 
advisable  in  long-term  use.  Cease  therapy  gradually. 
Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizzi- 
ness, blurred  vision,  diplopia,  headache,  incontinence,  slurred 
speech,  tremor  and  skin  rash;  paradoxical  reactions  (excite- 


ment, depression,  stimulation,  sleep  disturbances,  acute  hyper- 
excited  states,  hallucinations);  changes  in  EEC  patterns  dur- 
ing and  after  drug  treatment.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  (convulsions, 
tremor,  abdominal  and  muscle  cramps,  vomiting,  sweating)  simi- 
lar to  those  seen  with  barbiturates,  meprobamate  and  chlor- 
diazepoxide  HCl. 

Dosag,e  —  Adults:  Mild  to  moderate  psychoneurotic  reactions, 
2  to  5  mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5  to 
10  mg  t.i.d.  or  q.i.d. ;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
hours,  then  5  mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2  to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1  or  2  mg/day  initially,  increase  gradually  as  needed 
and  tolerated.  (See  Precautions.) 

Supplied:  Valium-  (diazepam)  Tablets,  2  mg,  5  mg  and  10 
mg;  bottles  of  50  and  500. 

Roche  Laboratories,  Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 

References:  1.  Selesnick,  S.  T,  and  Clemens,  T.  L.:  From  research  film 
"Motion  Picture  Films  in  Psychosomatic  Research."  available  from  Roche 
Laboratories.  2.  Clemens,  T.  L.,  and  Selesnick,  S.  T:  Dis.  i\erv.  System, 
28:98,  1967. 


VALIUM^ 

(diazepam)  Roche® 

useful  for  somatic  symptoms 
of  psychic  tension 
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DORSET  "FLU=GRAM" 


DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.      THIS 
WINTER  BE  PREPARED:    WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,    YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 


TABLETS.     ONE  TIMED-RELEASE   TABLET  AT  MORNING,    MIDAFTERNOON 
AND   BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.      TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,    PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 

MAKES  PATIENTS  MORE  COMFORTABLE.      FAST.     ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,    OR  IF  FLU  IS 

ALREADY  EPIDEMIC,    PHONE  COLLECT.     SEE  BELOW. 


each 

Tussagesic 

timed -release  tablet  contains: 

Triaminic'    50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pynlamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults-1  tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia 
betes  or  thyrotoxicosis. 

DORSEY  LABORATORIES 

a  division  of  The  Wdnder  Company 
Lincoln.  Nebraska  68501 


I 


clip  and  file  under  '1lu" 

For  relief  of  "flu-like"  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 


For  emergency  starter  samples 

to  Keith  Sehnert,  M.D. 

Medical  Director 

(402)434-6311 

Fast  delivery  by  your  Dorsey 
Representative 


,iobarb  in  the  xormtiia 


"he  full  V4  grain  . 

takes  the  nervous  edge  off  the  pain 
...helps  bring  out  the  best  in  codeine 


Phenaphen 
with  Codeine 

Each  capsule  contains: 

Phenobarbital  {Va  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2y2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate Va  gr.  (No.  2), 

V2  gr.  (No.  3),  1  gr.  (No.  4) 

(Warning:  may  be  habit  forming) 


the  only  leading  compound 
analgesic  that  :alnns 
instead  of  caffeinates 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported. 

AHDOBINS 

A.  H.  ROBINS  CO.,  INC..  Richmond,  Va.  23220  I  \ 


When  the  agitated 
businessman 
goes  to  work... 


He  goes  home  at  night 
and  takes  it  out  on  — 
his  family. 


He  loses  his  temper 
with  colleagues  and 
subordinates. 


Emotionally  upset,  he 
misses  half  of  what 
is  said  at  meetings 


He  is  always  fearful 
about  his  standing 
with  the  boss. 


He  just  can't  seem 
to  settle  down 
to  his  work 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 
25  mg.  t.i.d.    /^ 


When  the  agitated 
businessman  goes  to  worl< . . . 

Anxiety  that  seriously  interferes  with  the 
individual's  performance  at  work,  at 
home,  or  in  the  community  may  be  re- 
garded as  moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  the 
treatment  of  moderate  to  severe  anxiety 
because  it 

•  helps  control  the  most  frequent  symp- 
toms: marked  tension,  agitation,  appre- 
hension, restlessness,  hypermotility 

•  often  alleviates  anxiety-induced  so- 
matic complaints 

•  frequently  helps  strengthen  emotional 
resources 

•  helps  the  patient  maintain  realistic 
contact  with  environment,  closer  har- 
mony with  family 

Thus,  when  you  consider  the  anxiety 
moderate  to  severe . . .  consider  Mellaril. 

Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 
time.  May  potentiate  central  nervous 
system  depressants,  atropine,  and  phos- 
phorus insecticides.  Where  complete  men- 
tal alertness  is  required,  administer  the 
drug  cautiously  and  increase  dosage  grad- 
ually. In  addition,  orthostatic  hypotension 
(especially  in  female  patients)  has  been 
observed.  Epinephrine  should  be  avoided 
in  treatment  of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  infre- 
quent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur;  noc- 
turnal confusion,  dryness  of  the  mouth, 
nasal  stuffiness,  headache,  peripheral 
edema,  lactation,  galactorrhea,  and  inhibi- 
tion of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  re- 
actions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for 
full  product  information. 

for  moderate  to  severe  anxiety 

MellariF 

(thioridazine) 
25  mg.  t.i.d.    ^ 


TTuidiicuie' 


-/or 


'     •  EMPHYSEMA 

•  ASTHMA 

•  CHRONIC  BRONCHITIS 

•  BRONCHIECTASIS 


A 


Each  tablet  contains: 

Potassium  Iodide 1 9.3  mg. 

Aminophyiline 130  mg. 

Phenobarbital,   Camion:  May  be  habil  forminn.  .  .     21    mg. 

Ephedrine  HCl 16  mg. 

FEDERAL   LAW   PROHIBITS 
DISPENSING   WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophyllinc-cphcdiinc- 
phcnobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnane)'. 
DOS.4GE 
*^     One  tablet,  with  full  glass  of 

water,  3  or  4  times  daily. 
Dispensed  in  bottles  oj  100  and  lUOU  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a  small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5  cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  &  CO.,  INC. 

RICHMOND,  VIRGINIA  23217  fliluiWllI 

Alanu/acturers  of  ethical  pharmaceuticals  since  1856        »?f  "« 


a  puzzle 

of  antacid 

complaints 


"Will  this  one 
taste  O.K.?" 


Will  it  help  "my 
gassy  stomach?" 


"Will  it  stopthe  pain?" 


Myiania 

aluminum  and   ^^^  magnesium  hydroxide  p/us  simethicone 

a  solution 

to  peptic  ulcer 

distress 


®  Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.I.  gas  distress— 

with  the  proven^  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed— 

in  87.5%  of  104  patients  after  a  total  of  20,459 
documented  days  of  therapy. ^ 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 

aluminum  hydroxide,  dried  gel.  200  mg.;  simethicone.  20  mg. 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed 

to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 

taken  between  meals  and  at  bedtime. 

References:  1.  Hoon.  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof.  I.E.,  Personal  communication. 


Stuart 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


^  evidence 

T/VO  oleandomycin) 

a 
macrolide 

antibiotic  for  the 
frequently  seen 

respiratory  infection 
in  the  office 

and 
for  a  problem  pathogen* 
in  the  hospital. 


'•^Staphylococcus  aureus  ' 


study  I 


SLllCly'  11   Effectof  oral  therapy  with 
TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 
(8  monkeys  in  each  group) 

conclusion: 

'Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that  /x   *  X    I 

TAO  oleandomycin) 

was  tar  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest,". ..bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection." 

*lt  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  cimjcal  situation  as  it  pertains 
to  man. 
TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A  resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient's  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 
References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to      ^^^^  roerip  division 

Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car-    Zg^^Mk  c'has  pfizer  &  CO    iNC 
lisle,  H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  (VIonkeys.    B^^^S  235  east  42nd  street 
1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc.    ^i^^^^   new  YORK  N  Y  10017 
Soc.  Exp.  Biol.  &  Med.;  Vol.  125,  No.  4  (Aug.-Sept)  1967.  ^^•^ 


Results  of  a  1967  invitro-invivo 
correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAO  prior  to  determining  the  susceptibility 
of  the  offending  organism. 

97.0% 

of  the 
organisms  were 
susceptible 
to  oleandomycin'^ 

98.0% 

of  the 
patients 

responded 

favorably 

to  TAO  (triacetyloleandomycin) 

*ln  some  cases  more  than  one  pathogenic  organism  was 
Isolated  fiom  the  patient. 


For  your  impatient  cold  patients 

Two  sprays  from  nTz  Nasal  Spray-and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

nTz  is  more  than  a  simple  vasoconstrictor.  It  contains: 

Neo-Synephrine"  (brand  of  phenylephrine)  HOI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 

Thenfadil®  (brand  of  thenyldiamine)  HOI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis. 

Zephiran-'  (brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 

nTz  is  well  tolerated.  Used  in  a  cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also 
be  used  in  sinusitis  to  help  establish  drainage. 

The  spray  is  best  used  twice,  the  second  a  few  minutes  after 
the  first,  repeated  every  three  or  four  hours  as  needed.  nTz 
is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles 
of  20  ml. ;  nTz  Nasal  Solution,  bottles  of  30  ml. 
(1  fl.  oz.)  with  dropper. 
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Winfhrop  Laboratories 
New  York,  N.Y.10016 
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Vour  name 
on  the  dotted  line 
can  mean  so  much 
to  your  patients 

And  to  you \ 


cTo-ec..,^::^„»;v,; 
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The  TuBEX®  Closed-Injection  System  means 


Efficiency  and  convenience 

TuBEX  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 

Precision  and  protection  from  cross  contamination 

TuBEX  injectables  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 
TuBEX  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 

Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed — and  retain  most  advantages 
of  the  system. 


TUBEX 


Closed  Injection  System 


\ 


HW 


if  you  are  already  using  Tubex  in  your  office  and  don't  have  a  waiting-room  placard, 
Wyeth  will  be  happy  to  send  you  one.  A  postcard  will  do. 

Wyeth  Laboratories 

Professional  Service 

Box  8299 

Philadelphia,  Pa.  19101  > 


BJCILLUN      LA 

(BENZATHINE   PEWrCILUN   R> 


The  Faddist 


He's  the  one  who  plays  the 
Alighting  game. 

■amine,  then  feast.  Crash  diets. 
Ft  luck. 

He's  the  one  who  needs  your 
pDfessional  help. 

('ou  can  help  the  faddist  realize 
tlsre's  really  no  fast  way.  And, 
tiata  healthy  loss  requires  chang- 
it;  ways  as  well  as  weight.  Explain 
tb  benefits  of  a  planned  program. 


will  power.  Work  out  a  sound  pro- 
gram to  keep  him  physically  fit. 

Project  Weight  Watch  can  help, 
too.  We  have  available  free  mate- 
rials and  suggested  diets.  Scien- 
tific diets  based  on  the  4  food 
groups— meat,  breads  and  cere- 
als, fruits  and  vege- 
tables and  dairy  foods. 
These  are  diets  you'd 
write  yourself  if  you 
had  time.  Take  a  min- 


Get  him  off  his  fad  today. 

Name     

Position 

Address 

City     

State  Zip  

NORTH  CAROLINA  DAIRY  COUNCILS 
816  Broad  St.   914  N.  Elm  St.   610  Coliseum  Di\ 
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Sustained  circulatory,  respiratoi 
and  cerebral  stimulation  for  tl! 


500 


Fig.  1.  Average  plasma  levels  of  C-14  radioactivity  following  oral  administration  of  C-14  nicotinic  acid  tablets.  Key:i^^Group 

A,  one  sustained-release  tablet  containing  150  mg.  C-14  nicotinic  arid  -  nmiip  b,  one  nonsustained-release  tablet 

containing  50  mg.  nicotinic  acid,  MHB^ai^ia  Group  C,  one  nonsustained-release  tablet  containing  50  mg.  C-14  nicotinic  acid 
at  0,  4  and  8  hours. 
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TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (  See  Figures  I  and  II )  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a  gradual  rise  in 
plasma  levels  to  a  plateau  for  a  total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness  or  senile  confusion.  Therapy  can  be  con 
tinuous  on  a  daily  dose  of  only  one  Geroniazol  TT  tab 
let  every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazo 
TT  will  provide  the  well-known  peripheral  vasodilata 
tion  needed  in  patients  with  deficient  circulation  am 
with  a  minimum  amount  ( if  any  )  of  "flushing."  Alsc 
cerebrovascular  circulation  is  complemented  by  pen 
tylenetetrazol,  long-established  as  a  cerebral  and  rei 
piratory  stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate| 
signs  of  senile  confusion.  Patients  become  more  alert 


.(   I 


id  and  debilitated 


50- 


TIME  AFTER  ADMINISTRATION  (Hours) 


iss  confused  and  moody.  Personal  care,  memory, 
motional  stability,  social  attention  improve.  Fatigue, 
pathy  and  irritability  are  reduced. 
A  prescription  for  100  tablets  of  Geroniazol  TT  will 
ermit  your  patients  to  enjoy  the  benefits  of  time- 
rolonged  nicotinic  acid/pentylenetetrazol  therapy, 
!t  an  economical  price.  Dosage  is  only  one  tablet  every 
S  hours. 


j' 


iontraindications:  There  are  no  known  contraindica- 

iions. 


'recautions:  Exercise  caution  when  treating  patients 
ith  a  low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  &  Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. :  W.Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K.:  Am.  Pract.&  Digest  Treat,  i 7:617  (July)  1960. 


"First  with  the  Retro-Steroids" 
PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A  Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


GeroniazorXT 

nicotinic  acid  150  nig.,  pentylenetetrazol  300  mg. 
Tempotrol?  Time  Controlled  Tablet 


MORNING  STIFFNESS 

EASED 
LAST  NIGHT 

(She  took  PersisHn® 
instead  of  aspirin) 


Persistin  treats  morning  stiffness  and  pain  the 
nigtit  before. 

Persistin  is  a  unique  salicylate  which  com- 
bines the  prompt  analgesic  action  of  aspirin  to 
encourage  early  sleep  with  the  proven,  persist- 
ent action  of  salicylsalicylic  acid  to  permit  un- 
interrupted sleep.  Three  Persistin  tablets  at 
bedtime  yield  therapeutic  serum  salicylate 
levels  on  arising  which  are  well  within  the 
range  of  effective  salicylate  therapy  for  the 
relief  of  pain  and  stiffness  in  arthritis. 

Thus,  therapy  with  Persistin  allows  many  or- 
thritics  to  dress  more  quickly  and  easily,  and 
face  the  morning  optimistically. 

Persistin  is  also  valuoble  for  doy-/ong  control 
of  the  pain  and  discomfort  of  arthritis. 

DOSAGE:  To  relieve  morning  stiffness  and  pain- 
when  salicylates  have  not  been  token  during 
the  day,  on  adult  dose  of  three  tablets  at  bed- 
time is  suggested. 

For  24-hour  control  of  pain:  Adults  up  to  160 
Ibs.-one  tablet  after  each  meal  and  one  at  bed- 
time. Adults  over  160  Ibs.-one  tablet  after  each 
meal  and  two  at  bedtime. 

PRECAUTION:  Other  salicylates  should  not  be 
taken  concurrently.  Do   PPDQJCXII\.I® 
not  exceed  recom-    I    l-i\0.10l  UN 

mended  doses.  ('^I'^St/pfrfn''  I^  l^; 

OiiOmg.) 
Detroit,  Michigan  48211 
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A  journal  within  a  journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a  division  of 
The  Wander  Company,  Lincoln,  Nebraska  68501.  Address 
communications  to  Keith  W.  Sehnert,  M.D.,  Medical  Director. 


this  issue:  the  cold  in  pregnancy... 


t 


he  cold  in  pregnancy 


Frederick  W.  Goodrich,  Jr.,  M.D, 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  IVlemorial  Hospital,  New  London,  Connecticut 


Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient,  hicidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  cold  is 
considered  to  be  the  well-known  symptom  complex 
which  includes  sore  throat,  stuffy  nose,  and  a  cough. 
Febrile  states  or  extension  of  the  disease  process 
into  the  lower  respiratory  tree  are  not  part  of  the 
common  cold  and  will  not  be  included  in  this  dis- 
cussion. 


t 


he  clinical  picture  of  a  cold  in  pregnancy  can  be 
confused  by  a  long-known  physiological  phenome- 


lower  rib  cage 


perineal  muscles 


diaphragm 


ominal  muscles 


bladder 
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non.  Kiesselbach's  area  in  the  nose  (on  the  anterior 
part  of  the  nasal  septum  above  the  intermaxillary 
bone)  becomes  engorged,  apparently  due  to  hypere- 
mia induced  by  the  increased  estrogen  level  which 
accompanies  pregnancy.  The  amount  of  congestion 
can  vary  in  degree  from  woman  to  woman.  Some 
have  very  little  congestion,  others  will  have  occa- 
sional nosebleeds  from  this  area,  still  others  will 
have  symptomatic  congestion  to  the  degree  that  they 
will  complain  of  having  a  "chronic"  or  constant 
cold. 

less  well  recognized  is  the  occurrence  of  this  type 
of  hyperemia  in  any  part  of  the  nasopharyngeal 
mucosa,  again  in  varying  degree.  Such  swelling 
often  produces  a  postnasal  drip  which,  the  patient 
will  state,  is  present  only  when  she  is  pregnant. 
Patients  who  do  not  have  symptomatic  congestion 
ordinarily,  will  find  that  when  they  do  get  a  cold, 
the  symptoms  last  much  longer  than  those  of  a  cold 
usually  do.  Occasionally,  this  hyperemia  is  respon- 
sible for  closure  of  the  medial  end  of  the  Eustachian 
tube;  such  patients  will  complain  of  "plugging"  of 
the  ears.  Inspection  of  the  ear  drum  will  show  a 
depression  which  confirms  the  presence  of  Eusta- 
chian closure  rather  than  wax  in  the  canal  which  is 
the  patient's  diagnosis.  Symptoms  related  to  this 
physiological  congestion  are  more  apt  to  occur  in 
heavier  smokers  or  those  who  have  a  history  of 
allergic  rhinitis,  just  as  are  the  symptoms  of  the 
common  cold.  And  when  the  cold  does  occur  in 
pregnancy,  the  symptoms  are  worse  because  of  the 
underlying  congestion. 

The  pregnant  woman  with  a  cold  is  miserable  for 
other  reasons,  dependent  somewhat  on  her  parity 
and  the  length  of  her  gestation.  As  parity  increases, 
so  also  does  the  relaxation  of  the  abdominal  and 
perineal  musculature.  The  uterus,  lying  against  a 
slack  abdominal  wall,  and  bearing  down  on  relaxed 
perineal  muscles,  acts  like  a  piston  when  the  patient 
coughs,  sneezes,  or  even  blows  her  nose,  pushing 
down  on  the  bladder.  Stress  incontinence  during 
colds  is  almost  the  rule. 


Is  the  length  of  gestation  increases,  so  does  the  size 
of  the  uterus.  As  it  grows,  it  pushes  the  abdominal 
contents  above  it  and  elevates  the  diaphragm.  This 
results  eventually  in  a  lateral  displacement  of  the 
lower  rib  cage,  often  to  a  point  at  which  the  patient 
will  complain  of  soreness  in  this  area.  If  such  a 

[Concluded  on  following  page) 


From  a  continuing  study  on  nasal  congestion. 
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timed  to  work 
while  your  patient  does 

A  study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic's  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 

It's  a  comforting  thing  to  know  that  Triaminic  really  works. 

Ir IdniirilC  timed-release  tablets 
Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride    50mg 

Pyrilamine  maleate  25mg 

Pheniramine  maleate     25mg 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi 
tations.  flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a  car  or  oper^ 
ate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

{Adierrisemenl) 


patient  has  a  cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  The  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A  cold  compounds  this  difficulty. 

Treating  a  cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reasstn-ed  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a  cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a  statement  can  be  offered.  Occasionally  one 
encounters  a  patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonalDle  enough  to  give  such  a  patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 


t 


he  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a  decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a  cough  which  is  described  as  a  "tick- 
ling" in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a  decongestant,  and  a 
cough  "suppressant."  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a  decongestant  tablet  and  such  a  cough  mix- 
ture as  the  patient  would  be  getting  a  double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a  cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a  sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drop; 
The  use  of  antibiotics  in  an  uncomplicated  cold  i 
contraindicated  and  should  be  scrupulously  avoidec 

In  summary,  a  cold  in  pregnancy  is  more  severe  anc 
longer  lasting.  The  treatment  of  the  symptoms  witl 
local  and  systemic  decongestants  will  make  th> 
patient  more  comfortable. 

Qpparently  the  cold  is  so  common  in  pregnancy  tha 
it  has  received  very  little  attention  in  the  literature 
References  are  almost  non-existent  and  the  fev 
which  are  available  add  little  to  the  common  knowl 
edge,  are  out-dated,  or  are  not  helpful.  Thus  the 
usual  bibliography  is  not  appended. 


Relieve  his  sniffles, 

her  concern,  and  about 

half  your  phone  calls. 

Tell  her  to  get 
"The  Orange  Medicine" 


Triaminic  syrup 

Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg 

Pheniramine  maleate      6.25  mg. 

Pyrilamine  maleate  6.25  mg. 

For  nasal  congestion  you  can  bring  quick,  lasting  com- 
fort to  your  little  patients  with  Triaminic  Syrup.  You  may 
occasionally  encounter  these  side  effects:  drowsiness, 
blurred  vision,  cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precautions:  the 
possibility  of  drowsiness  should  be  considered  by  pa- 
tients engaged  in  mechanical  operations  requiring  alert^ 
ness.  Use  with  caution  in  patients  with  hypertension, 
heart  disease,  diabetes,  or  thyrotoxicosis. 

{Adienisemenl} 


bronchodilation  in  asthma... without  "jitters 


Most  anti-asthmatic  products  contain  ephedrine-like  drugs.  ELIXOPHYLLIN*  never  did.  So,  ELIXOPHYLLIN 

will  not  cause  nervousness,  palpitations,  insomnia,  or  other  undesirable  side  effects  of  ephedrine-like  products. 

Other  advantages  of  ELIXOPHYLLIN:  rapid  and  sustained  bronchodilation  •  convenient,  adjustable  dosage 

•  h\  poallergenic  •  adrenergic  abuse  eliminated. 

ELIXOPHYLLIN  is  theophylline  in  free  and  soluble  form— resulting  in  rapid  and  dependable  absorption  with 

less  risk  of  gastric  irritation. 

Adult  maintenance  dosage  in  bronchial  asthma :  one  ounce  ( 30  ml. )  t.i.d.  on  arising,  at  3  P.M.,  and  on  retiring. 

Adjust  dosage  to  patient  response.  This  average  dosage  provides  -wwr^'^-m^^-m-'m-'w  T-r  -w  "■"I^T* 

continuous  bronchodilation.    Do  not  administer  other  xanthine  IH   I     I  /L\   Ir^il    |    I  il  j|      i 

preparations  concurrently.  May  be  contraindicated  in  peptic  ulcer.   Each  15  m,  contains  theophylline  (anhydrous)  so  mg :  aicohoi  20=4 


^/Aermmic^^em/me^ 


Detroit,  Michigan  48211 
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Medical  Society  Of  The  State  Of  North  Carolina 

Major  Hospital  and  Overhead  Expense  Plans 

$10,000  Major  Hospital  Policy  -  80%-20%  Co-insurance 


^AN  A— $100  DEDUCTIBLE 

Member 

Member 

Member,  Spouse 

and  Spouse 

and  Children 

$  31.50 

$  79.00 

$110.50 

48.00 

116.50 

148.00 

70.00 

160.50 

192.00 

110.00 

246.00 

277.50 

PLAN   B— $300 

DEDUCTIBLE 

Member 

.Member.  Spouse 

Member 

and  Spouse 

and  Children 

$   19.00 

?  43.50 

$  57.50 

29.00 

67.50 

81.50 

45.50 

97.50 

111.50 

69.00 

154.50 

168.50 

PLAN  C— $500 

DEDUCTIBLE 

Member 

Member,  Spouse 

Member 

and  Spouse 

and  Children 

$  12.00 

$  26.50 

$  35.00 

19.50 

45.50 

54.00 

31.50 

70.00 

78.50 

53.00 

118.50 

127.00 

22.00 

65.00 

73.50 

Age 

Under    40 
40-49 
50-59 
60-64* 


Age 
Under  40 
40-49 
50-59 
60-64* 


Age 

Under  40 
40-49 
50-59 
60-64* 
65-69 

^Renewal  rates  only— When  an  Insured  Member  attains  Age  65  he  may  continue  to  be 
insured  under  the  $500  Deductible  Plan  which  is  integrated  with  Medicare. 


Overhead  Expense  Policy 


BENEFITS  PAYABLE  FROM  THE  1ST  DAY  OF  DISABILITY 

PROVIDED  DISABILITY  IS  TOTAL  AND 

CONTINUOUS  FOR  31  DAYS 


Monthly  Expense 

Under  Age  40 

Ages  40-49 

Ages  50-59 

Ages  60-69* 

Benefit 

Annual  Premium 

.Annual  Premium 

Annual  Premium 

Annual  Premium 

$    200 

$  28.00 

$  34.00 

$  40.00 

$  64.00 

500 

70.00 

85.00 

100.00 

160.00 

600 

84.00 

102.00 

120.00 

192.00 

700 

98.00 

119.00 

140.00 

224.00 

800 

112.00 

136.00 

160.00 

256,00 

900 

126.00 

153.00 

180.00 

288.00 

1,000 

140.00 

170.00 

200.00 

320.00 

"Renewal  only. 

Premiums  apply  at 

age  of  entry  and 

at 

attained  age  on 

renewal. 

Semi-annual  premium  rales  are  one-half  the  annual  rate  plus  fifty  cents. 

For  Full  Information — Write  or  Call 

Ralph  ]♦  Golden  Insurance  Agency 

Robert  Exum,  Jr.        Ralph  .J.  Golden        Henry  Maclin  IV        J.  M.  Moore 
Phone :  BRoadway  5-3400  Greensboro,  N.  C.  27405 
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ASHEVILLE 


APPALACHIAN    HALL 

ESTABLISHED  —  1916 


NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric    and    Neurological   illnesses,    rest,    convalescence,    drug 

and  alcohol  habituation. 

Insulin,  Coma,  Electroshock  and  Psychotherapy   are  employed.   The  Institution  is  equipped   with   complete   laboratory 

facilities   including    electroencephalography    and    X-ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,   a   resort  town,   which  justly   claims   an    all    around   climate 

for  health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.D. 

Robert  A.  Griffin,  M.D. 

For  rates  and  further  information  write 


Mark  A.  Griffin,  Sr.,  M.D. 

Mark  A.  Griffin,  Jr.,  M.D. 

APPALACmAN  HALL,  ASHEVILLE,  N.  C. 
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THE 

NEW 

SHAPE 

OF 

POWERED 

PRACTICE. 


RiniR^; 


with  beauty  that's 
more  than  skin  deep 


EXAMINING    AND   TREATMENT   TABLE 


Clean,  fresh  lines  and  smart,  modern  color  styling  make 

the  Ritter  XL45  Table  a  thing  of  exceptional  beauty.  But  its 

beauty  is  more  than  skin  deep.  The  new  XL45  is  beautifully 

engineered;  functionally  superb.  The  Ritter 

"pedestal"  base,  with  its  ample  knee  or  leg 

room,  allows  the  physician — seated  or 

standing — to  work  "close  in"  to  his  patients 

without  stress  or  strain.  And  smooth,  quiet 

power  elevation  takes  much  of  the 

"physical  effort"  out  of  examination  and 

treatment  procedures. 

The  designer-styled  Ritter  XL45  Table  is  available 

with  a  choice  of  three  smart  upholstery  colors  and 

two  table-base  colors  . . .  and  the  price  is  equally 

attractive.  See  us  now  for  a  demonstration. 


CAROLINA 

Surgical    Supply    Company 


706    TUCKER    STREET 

RALEIGH,  N.   C. 


PHONE    833-8631 


WHERE   QUALITY    COMES    FIRST 

burlington  pharmacal,  inc.    p.  o.  drawer  3311 
burlington,  north  Carolina  27215 
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PIaN   to  ATTENci: 


IVlARcil  22-2>,  1968 

T^E  paImer  housE 
chicAqo,  illiNois 


ON 

CONqRESS    ThE 
SOCiO-ECONOIVliCS 
of  IhEaItIh  CARE 


Sponsored  by  the  Council  on  Medical  Service  and  the 
Division  of  Socio-Economic  Activities 
American  Medical  Association 

Theme:    meeting  the  increased  demand  for  health  services 

_  To  signify  the  medical   profession's  ongoing  concern  for  the  effective  organization,  delivery 

rUrpOSeZ  and  financing  of  health  care  services. 

To  bring  together  authorities  from  medicine,  health  care  administration,  social  science, 
education,  community  planning  and  other  disciplines  to  report  on  new  issues  and  techniques 
in  this  area. 

THE  CONGRESS  WILL  EVALUATE   IN  DEPTH: 

•  Dimensions  of  the  increasing  demand  for  health  services. 

•  Specific  evolving  responses  to  this  demand,  including: 

The  evolution,  organizational  patterns,  and  current  status  of  group  practice 

Changing  roles  of  the  medical  and  allied  health  professions 

Growth   in   comprehensive   community,  state  and  regional  health  service  planning 

•  Long-range  effects  of  increasing  demand  in  terms  of  costs  and  financing  mechanisms, 
manpower  requirements,  the  role  of  organized  medicine,  and  legislative  developments. 

Pre -registration  form -no  registration  fee 

I  will  attend  the  Second  National  Congress  on  Socio-Economics  of  Health  Care,  March  22-23, 
1968,  Palmer  House,  Chicago,  Illinois.  Please  send  me  the  final  program  when  available. 


Name 


Title 


Organization 


Address 


City  State  Zip  Code 

D  Please  send  me  a  hotel  reservation  card  for  the  Palmer  House.  (Requests  for  hotel  reservation  cards  must  be 
received  by  February  23,  1968.) 

Mail  to: 

DIVISION   OF  SOCIO-ECONOMIC  ACTIVITIES  AMERICAN   MEDICAL  ASSOCIATION 

DEPT.  OF   HEALTH  CARE  SERVICES  535  N.  Dearborn  St.,  Chicago,  III.  60610 
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..;for  a 
healthy 
CREDIT 
POLICY 


IF  you  are  a  physician,  dentist,  hospital  administrator 
or  clinic  manager — 

AND  if  you  find  yourself  over-burdened  with  credit 
and  collection  problems — 

THEN  you're  ready  for  a  professional  consultation. 
Whether  you  were  trained  to  treat  patients,  run  a 
hospital  or  manage  a  clinic,  regular  consultations  with 
specialists  in  fields  other  than  your  own  are  problably 
a  part  of  your  routine. 

If  you  haven't  already  done  so,  the  professionally- 
trained  specialist  you  should  consult  is  your  local 
Medical  Credits  representative.  For  his  name  and 
address,  write: 


Associated  Credit  Bureaus  of  N.  C. 


p  ^^'^17- 


P.  0.  Box    o" 


300 


■^        Greensboro, 

> 
c 


^       "Eo„s      ^   ^^^^^    Carolina 


TUCKER  HOSPITAL,  Inc. 


212  West  Franklin  Street 
Richmond,  Virginia 


A  private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 
neurological  disorders.     Hospital  and  out-patient  services. 


James  Asa  Shield,  M.D. 
George  S.  Fultz,  Jr.,  M.D. 
Catherine  T.  Ray,  M.D. 


Weir  M.  Tucker,  M.D. 

Edward  W.  Gamble,  III,  M.D. 

Gerald  W.  Atkinson,  M.D. 
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A  Message  of  Importance  for  Doctors  Under  Age  55^. 

Your  Preferred  Risk  Status  Now  Makes  Ydu 

Eligible  for  High -limit  Disability  Income  Protection 

at  Substantial  Savings! 

Mutual  of  Omaha's  New  Doctor's  Income  Plan 

PAYS  UP  TO  $1,200.00  A  MONTH 

FOR  Both  Sickness  and  Injuries  ...  In  or  Out  of  the  hospital! 


Here's  vital  protection  especially 
designed  for  younger  doctors  whose 
growing  personal,  family  and  profes- 
sional expenses  make  them  particu- 
larly vulnerable  to  the  "economic 
death"  of  long-term  disability. 

Mutual  of  Omaha's  new  Doctor's 
Income  Plan  meets  your  needs  by 
providing  as  much  as  $1,200.00  a 
month  when  you're  sick  or  hurt  and 
can't  work.  That's  $14,400.00  a  year, 
TAX-FREE— the  equivalent  of  $18.- 
000.00  to  $20,000.00  taxable  income! 
You  have  your  choice  of  four  plans — 
$600.00,  $800.00,  $1,000.00  and  $1,200.00 
a  month,  depending  on  your  needs 
and  the  plan  you  qualify  for.  These 
monthly  benefits  are  yours  to  spend 


as  you  please,  for  any  purpose  you 
choose. 

And  because  this  plan  is  availble 
only  to  younger  doctors,  Mutual  of 
Omaha  is  able  to  offer  you  this  out- 
standing protection  at  rates  far  lower 
than  would  otherwise  be  possible. 

So  act  now!  Find  out  how  you  can 
offer  your  family  real  security 
against  the  loss  of  your  income  due 
to  a  sickness  or  accident.  For  free 
information  on  this  low-cost  plan, 
simply  complete  the  coupon  below 
and  mail  it  today. 

SOTE:  Hundreds  ol  younger  doc- 
tors ihrotighoui  the  country  have 
already  purchased  this  unique  plan 
recently  advertised  m  the  .■\S\A 
Sen  s. 


Outstanding    Features    of    the 
Doctor's   Income    Plan 

•  Provides  high-limit  disability 
income  protection— as  much  as 
$1,200.00  a  month— $14,400.00  a 
year  tax-free! 

•  House  confinement  is  never  re- 
quired. 

•  Waiver  of  premium  provision. 

•  Protects  you  anywhere  in  the 
world. 

•  Covers  you  when  you  travel  as 
a  passenger  on  any  aircraft- 
even  a  private  plane. 

•  Pays  in  addition  to  other 
coverage  you  may  have.  Thus, 
your  Doctor's  Income  Plan  can 
serve  as  a  basic  plan  of  pro- 
tection or  as  a  supplement  to 
your  other  insurance.  Mail 
coupon  below  for  full  details. 


Mutual 

OF  OMAHA    __ 

Mutual  of  Omaha 
Insurance  Company 

The  Company  that  pays 

Life  Insurance  Affiliate: 
United  of  Omaha 

Home  Office: 
Omaha,  Nebraska 


Mutual  of  Omaha  Insurance  Company 
3316  Farnam  Street 
Omaha,  Nebraska  68131 

Please  rush  me  full  details  on  Mutual  of  Omaha's  New  Doctor's  Income 
Plan  available  only  to  doctors  under  age  55. 

Name     

Address    , 

City  State  Zip  Code  
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"All  Interns  are  Alike 


// 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 


When  the  talk  turns  to        ^ 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 


(norethindronelmg.  c  meslranol  O.OIimg ) 


Turn  page  for  contraindications,  precaution?  and  side  effects. 
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Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a  well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 
In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited.  The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications :  Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  emboHsm,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a  patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a  Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  NorinyI-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidencl 
in  patients  receiving  oral  contracep- 
tives: nausea,  vomiting,  gastrointesj 
tinal  symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edemal 
chloasma  or  melasma,  breast  change j 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increas| 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  givenl 
immediately  postpartum,  cholestati(| 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible  | 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  posttreatment,  premen- 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  anc 
itching.  The  following  occurrences 
have  been  observed  in  users  of  oral 
contraceptives  (a  cause  and  effect . 
relationship  has  neither  been  estab- 
lished nor  disproved) :  thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 
The  following  laboratory  tests  may 
be  altered  by  the  use  of  oral  contra- 
ceptives: increased  sulfobromo- 
phthalein  and  other  hepatic  function 
tests,  coagulation  tests  (increase  in 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase  in 
PBI  and  butanol  extractable  protein- 
bound  iodine  and  decrease  in  T^ 
values),  metyrapone  test,  preg- 
nanediol  determination. 

norethindrone  —   an  original   steroid   from 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


Untreated  Patient 


The  effectiveness  of  Norinyl-l  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro-    ' 
tective  mechanisms ...  (1)  creation  of 
a  cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 
These  effects  are  illustrated  below. 


Norinyl-l  Patient 
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Cervical  mucus  at  midcyde  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous— with  Spiim- 

Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1  cm.  or  less. 


Spermatozoa  appear  healthy,  active,  f  reemoving. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-I. 


Endometrium  of  imtreated  patient  is  receptive  to  the  fertil-  Norelhindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 

ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 


■  new  low  dose  of  time-proved  ingredients 

■  established  norethindrone/mestranol  ratio 

■  lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 
Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a  result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly rnore  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a  wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a  high  degree  of 
efficacy  does  not  mean  high  price. 
And -a  small  quantity  goes  a  long 
way.  Thus,  your  patients  can 
often  obtain  the  "economy"  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a  potent, 
truly  advanced  steroid. 

Synalar 

f  luocinolone  acetonide 
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Turn  page  forcontraindicatr 


tions  and  side  effects. 


For  everyday  topical  steroid  therapy 

Syna]aro.or^ 

f  luocinolone  acetonide 
provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a  water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  mvolving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a  unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a  history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a  few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Aoailability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025  J  -  5,  1  5  and  60  Cm.  tubes  and  425 
Gm.  jars.  Cream  0.01%—  15,  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  O.OU - 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0,025%—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  -  5,  I  5  and  60  Cm.  tubes. 
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in 
alcohdism: 


B  and  C  vitamins  aid  therapy.  Therapeutic  amounts  of  B  and  C  vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


S(n;$scaps 

stress  Formula  Vitamins  Lederle  M. 

Each  capsule  contains: 
Vitamin  B,  (as  Thiamine  Mononitrate)   10  mg 
Vitamin  B;  (Riboflavin)                                10  mg 
Vitamin  Bj  (Pyridoxins  HCI)                        2  mg 
Vitamin  B, I  Crystalline                          4  mcgm 
Vitamin  C  (Ascorbic  Acid)                     300  mg 
Niacinamide                                               100  mg 
Calcium  Pantothenate                               20  mg 
Recommended  intake:  Adults.  1  capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder" 
jars  of  30  and  100:  bottles  of  500. 

1 

LEDERLE  LABORATORIES,  A  Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Indications:  TohanW  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.OJ.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7  days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient's  progress  should  be 
carefully  observed. 
Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a  risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 
thyroid  patients  and  in  patients  re- 
ceiving thyroid  medication  when 
Tofranil  was  added  to  the  regimen. 
Imipramine  may  block  the  pharma- 
cologic activity  of  guanethidine  and 
other  related  adrenergic  neuron- 
blocking  agents. 

The  drug  is  not  recommended  at  the 
present  time  in  patients  under  12  ye^|K: 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  didB|il[r 
turbances  of  accommodation,  sweat  !sir 
ing,  dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  such 
symptoms  as  hallucinations  and  dis-l 
orientation),  activation  of  psychosis  wetn 
schizophrenics  and  agitation  (includj*jj 


Vi 


When 

a  milestone  in  life 

is  marred 

by  depression... 


II  hypomanic  and  manic  episodes) 
V  ch  may  require  dosage  reduction 
al/or  addition  of  a  tranquilizer  or 
t'lporary  discontinuation  of  the  drug, 
eleptiform  seizures,  orthostatic 
^l0tension  and  substantial  blood 
assure  fall  in  hypertensive  patients, 
r  pura,  transient  jaundice,  bone  mar- 
r/ depression  including  agranulocy- 
tis,  sensitization  and  skin  rash 
ii;luding  photosensitization,  eosino- 
Flia,  and  mild  withdrawal  symptoms 
c  sudden  discontinuation  after  pro- 
I'lged  treatment  with  high  doses. 
.  tpasional  hormonal  effects  (im- 
Fence.  decreased  libido,  and  estro- 
S  lie  effects)  may  be  observed. 
Aopine-like  effects  may  be  more 
p  nounced  (e.g.  paralytic  ileus)  in 
s  ceptible  patients  and  in  those 
u'ng  anticholinergic  agents  (includ- 
iri  antiparkinsonism  drugs). 
C  pa(/ent  Adult  Dosage:  Initially, 

[ng.  daily,  increased,  if  necessary, 
t 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 
A  lag  in  therapeutic  response,  lasting 
from  a  few  days  to  a  few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use:  and  ampuls,  each  containing 
25  mg.  in  2  cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she's  not 
gaining  a  daughter. ..she's  losing  a  son. 
The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad- 
ness, incapacity,  helplessness  and 
hopelessness. 

In  about  3  out  of  4  cases,  Tofranil  relieves 
symptoms  of  primary  depression. 

As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 

Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O.I.'s  is  contra- 
indicated. 


-r-    r  _     .p  imiprannine 
lOiranil  hydrochloride 

Geigy 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:    Hypothyroid   conditions.    Contraindications: 

Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER"^  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a  lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able :  Bottles  of  1 00  tablets,  in  six  potencies;  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 
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The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a  bioad-spectiuni  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOMYCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOMYCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives  you 
the  comfortable  assurance  that  the  patient 
is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a  therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 
And  if  there's  a  broader  susceptibility 
pattern  of  organisms,  we've  yet  to  see  it. 

There  is  no  need  to  give  higher  daily  dosage 
than  300  mg  b.i.d.,  except  in  venereal  diseases 
and  Eaton  Agent  pneumonia. 

DECIX>MYCIN 

DEMEIHYLCHLOKrETKACYCLINl'; 


Prescribing  information  on  next  page. 


b.i.d.  The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and.  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A  photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe, 
skin  manifestations.  In  a  smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontiime  drug 
at  the  first  evidence  of  skin  discomfort.  Necessarv  subse- 
quent courses  of  treatment  with  tetrac\clines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  s\  stem  —  anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  er\  thema- 
tous  rashes.  A  rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivitv;  on\cholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN. 
apparently  dose  related.  Transient  increase  in  urinarv 
output,  sometimes  accompanied  b\  thirst  (  rare).  Hvper- 
sensitivity  reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth— dental  staining  (  yellow-brown  I  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  earl)  childhood. 
Enamel  hypoplasia  has  been  seen  in  a  few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1  hour  before  or  2  hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  thf  tn'atnirnt  of  syphilis  a  dosage  schedule  of  a  lolal  of  12  to  18  Cm. 
given  in  equally  divided  (loses  over  a  period  of  10  to  l.S  days  should  he 
followed.  Close  follow-up  (ihservation  <tf  the  jiatient  is  recommended, 
inclurling  appropriate  lahoratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spina!  flui<I 
examination  should  be  included  as  part  of  this  follow-up. 
Acute  gonococcal  anti'rior  urethritis  in  males  lias  heen  treated  effectivelv 
^^ith  a  single  dose  of  600-900  mg.  of  DE:CL0MYCIN  Demethylchlortetra- 
cycline. Individuals  unahle  to  tolerate  large  single  doses  doe  to  gastro- 
intestinal side  effects  may  he  treated  vsith  I.SO  mg.  every  6  hours  for  a 
minimum  of  4  doses  or  300  mg.  every  12  hours  for  a  minimum  of  2  doses. 
Females  should  be  treated  with  a  dosage  of  1.50  mg,  every  6  hours  or  .300 
mg.  every  12  hours  until  a  cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3  divided  doses  for  six  days, 
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Extracranial    Causes    of    Headache 

Patrick  D.  Kenan,  M.D. 


This  paper  will  deal  primarily  with  facial 
pain  and  headache  of  extracranial  origin,  ex- 
cluding vascular  headaches,  pain  associated 
with  intracranial  aneurysms  and  neoplasms, 
the  migraine  syndrome,  and  headache  stem- 
ming from  ocular  and  otologic  causes.  Most 
of  the  discussion  will  be  confined  to  head- 
ache and  facial  pain  of  fifth  nerve  origin, 
with  reference  to  a  few  situations  involving 
also  the  seventh,  ninth,  and  tenth  cranial 
nerves  and  the  upper  cervical  sensory  nerves. 

Pathways  for  Extracranial  Pain 
The  neuroanatomy  of  the  somatic  afferent 
pathways  of  the  head  and  face  are  pretty 
firmly  established  in  the  minds  of  most  clin- 
icians whose  specialties  involve  mainly  the 
head  and  face.  Therefore,  only  a  few  im- 
portant points  concerning  the  pain  path- 
ways of  this  area  will  be  stressed. 

1.  The  fifth  cranial  nerve  is  the  primary 
somatic  sensory  afferent  to  the  head 
and  face,  but  in  certain  areas  there 
is  considerable  overlap  with  other 
cranial  nerves  and  the  upper  second 
or  third  cervical  divisions. 

2.  The  fifth  cranial  nerve  transmits 
mainly  superficial  sensation. 

3.  Visceral  or  deep  sensibility  of  the  head, 
face,  and  throat  is  mainly  a  function  of 
the  ninth  and  tenth  cranial  nerves,  but 
the  seventh  nerve  transmits  a  signifi- 
cant degree  of  deep  sensation  in  addi- 
tion to  its  motor  function. 

4.  Posterior  to  the  external  auditory  canal 
and  below  the  mandible,  the  first  and 
second  cervical  nerves  supply  cutane- 


Read  before  the  Section  on  Ophthalmology  and  Oto- 
laryngology, Medical  Society  of  the  State  of  North  Caro- 
hna,  Pinehurst,  May   23,   1937. 

From  the  Department  of  Otolaryngology,  Duke  Univer- 
sity Medical  Center.  Durham,  N.  C.  27706. 


ous  sensation  as  low  as  the  thyroid 
cartilage.  The  remainder  of  the  cerv- 
ical region  is  supplied  by  the  third 
cervical  sensory  root. 

5.  Multiple  nerve  innervation  involving 
the  fifth,  seventh,  ninth,  and  tenth 
cranial  nerves  is  present  in  the  mouth, 
tongue,  palate,  nasopharynx,  and 
larynx.  The  pinna,  external  canal,  and 
tympanic  membrane  are  innervated  by 
the  same  cranial  nerves  and  second 
cervical  nerves,  thus  comprising  the 
smallest  body  area  possessing  the 
largest  duplication  of  nerves.  Variabil- 
ity and  overlap  of  sensory  innervation 
patterns  complicate  the  problem  of 
clinical  evaluation  in  these  areas. 

6.  The  central  termination  of  pain  aft'er- 
ents  from  most  of  the  head  and  neck 
is  in  the  dorsal  horns  of  the  first  and 
second  cervical  segments,  including  the 
spinal  tract  of  the  fifth  nerve,  provid- 
ing ample  opportunity  for  a  central 
basis  for  overlap  of  pain  from  one  af- 
ferent system  to  another. 

Neuralgia,  Trigeminul  and  Glossoplianjttyeal 
The  pain  of  trigeminal  neuralgia,  or  tic 
douloureux,  characteristically  is  severe, 
paroxysmal,  and  limited  to  one  or  more 
branches  of  the  trigeminal  nerve.  The  pain 
is  more  superficial  than  deep,  and  can  often 
be  precipitated  by  stimulating  certain  areas 
of  the  face  or  gingival  margin,  the  so-called 
"trigger  zones."  Typically,  the  patient  ex- 
hibits no  other  neurologic  signs.  Indeed, 
when  objective  signs  of  cranial  nerve  in- 
volvement are  present,  a  structural  intra- 
cranial lesion  should  be  suspected. 

Tic   douloureux   is   rarely   confused   with 
glossopharyngeal  neuralgia,  the  latter  being 
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Fig.  1.    Pain  referral  from  irritation  of  lateral  nasal   wall  and  the  sphenoid  sinus.    (After  McAuliffe,  Goodell. 
and  Wolff) 


severe  and  paroxysmal,  but  confined  to  the 
region  of  the  posterior  pharynx,  back  of  the 
tongue  and  tonsillar  fossa.  Glossopharyngeal 
neuralgia  can  be  temporarily  abolished  by 
the  topical  application  of  cocaine  to  the  af- 
fected area.  This  technique  serves  as  a  diag- 
nostic test  for  neuralgia  of  ninth  nerve 
origin. 

Treatment  of  fifth  and  ninth  nerve  neural- 
gia may  be  medical  or  surgical.  The  standard 
medical  treatment  is  with  diphenylhydan- 
toin  (Dilantin),  mephenesin  carbamate 
(Tolseram)  or  both,  the  combination  being 
more  effective  than  either  drug  used  alone. 
However,  only  a  small  percentage  of  neural- 
gia patients  are  helped  by  this  medical  pro- 
gram. 

More  recently,  a  fairly  promising  drug, 
carbamazepine  (Tegretol),  has  been  de- 
veloped. Administered  to  a  series  of  neural- 
gia patients  on  the  Neurological  Service  of 
Duke  University  Medical  Center,  it  resulted 
in  significant  improvement  in  more  than 
50%  of  the  cases.  However,  this  agent  has 
yet  to  be  evaluated  fully  in  large  clinical 
series. 


In  fifth  nerve  neuralgia,  surgical  manage- 
ment consists  of  either  alcohol  injection  of 
the  affected  nerve,  local  avulsion,  or  nerve 
root  section  by  subtemporal  craniotomy.  For 
ninth  nerve  neuralgia,  suboccipital  crani- 
otomy with  section  of  the  ninth  cranial 
nerve  rootlets,  with  two  or  three  adjacent 
filaments  of  the  tenth  nerve,  is  probably  the 
treatment  of  choice,  as  the  condition  is  gen- 
erally unresponsive  to  medical  management 
and  is  unsuitable  for  alcohol  injection  or 
avulsion.  The  results  of  operative  manage- 
ment are  usually  satisfactory.  Fortunately, 
ninth  nerve  neuralgia  is  quite  rare,  occur- 
ring in  a  ratio  of  about  1 :100  cases  of  fifth 
nerve  neuralgia. 

I nfla-mmatory  Disease  of  the  Nose. 
Paranasal  Simises,  and  Teeth 

This  is  the  area  of  headache  and  facial 
pain  that  so  often  concerns  otolaryngologists. 
Unfortunately,  headaches  are  all  too  often 
attributed  to  "sinus  trouble" ;  and  a  variety 
of  treatments  consisting  of  antibiotics,  de- 
congestants, antihistamines,  irrigation  and 
antral  lavage,  crushing  of  turbinates,  and 
needless  sinus  operations  are  often  employed 
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Fig.  2.    Pain  referral  from  irritation  of  frontal  sinus, 
McAuliffe,  Goodell,  and  Wolff) 

empirically  for  headaches  having  no  relation 
to  diseases  of  the  sinuses.  The  patient  him- 
self is  often  the  cause  of  this  misdirected 
thinking.  The  busy  and  unsuspecting  phy- 
sician who  fails  to  adopt  a  critical  attitude 
towards  the  self -diagnosis  of  "sinus  trouble" 
unwittingly  contributes  to  the  misdiagnosis, 
perpetuation,  and  mismanagement  of  what 
more  often  than  not  is  vasomotor  rhinitis. 

However,  there  may  indeed  be  sinus  pain 
in  the  absence  of  sinus  disease.  The  so-called 
"vacuum  headaches"  brought  about  by  the 
obstruction  of  sinus  ostia  by  swollen  nasal 
mucosa,  with  subsequent  absorption  of  air 
within  the  involved  sinuses,  will  lead  to  a 
definite  sense  of  discomfort,  usually  over 
the  afi'ected  area,  and  often  with  reference 
or  radiation  to  the  vertex,  cheek,  or  temple. 
Progression  to  a  frank  infection  or  empyema' 
is  dependent  upon  transudation  of  fluid  into 
the  sinus  as  a  result  of  the  vacuum,  upon 
the  presence  of  pathogenic  organisms,  and 
upon  the  impairment  of  the  host's  immun- 
ologic defenses. 

Actual  sinusitis  as  a  cause  for  headache 
and  facial  pain  is  generally  a  fairly  specific 
entity  which  in  the  acute  stage  is  marked 


nasofrontal  duct,  and  ostium  of  maxillar>-   sinus.   (After 

by  systemic  toxicity,  leukocytosis,  fever, 
severe  localized  pain  and  often  swelling  over 
the  affected  area,  and  pain  in  the  upper 
teeth,  behind  the  eye.  or  in  the  ear.  The  pain 
is  characteristically  exacerbated  by  lowering 
the  head,  and  the  patients  will  often  assume 
a  sitting  position  in  an  eft'ort  to  obtain  rest. 
This  phenomenon  is  probably  the  result  of 
increased  venous  pressure  producing  an  ad- 
ditional distention  of  tissue  already  swollen 
with  inflammation. 

The  pain  of  acute  sinusitis  is  probably 
more  intense  than  that  associated  with 
chronic  sinusitis,  the  latter  being  more  of  a 
discomfort  than  a  severe  incapacitating  pain. 
Either  form,  acute  or  chronic,  may  involve 
radiation  or  referral  to  other  areas  of  the 
head  (Figs.  1  and  2).  The  route  of  transmis- 
sion, of  course,  is  primarily  by  way  of  the 
trigeminal  nerve — the  main  sensory  supply 
to  the  face,  head,  and  skull.  The  sinuses  are 
supplied  by  the  ophthalmic  and  maxillary 
divisions  of  the  trigeminal  nerves. 

The  management  of  acute  or  chronic 
sinusitis  is  beyond  the  scope  of  this  paper, 
other  than  mention  of  a  few  general  points : 

1.    Acute  sinusitis,  in  the  absence  of  com- 
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plications,  is  basically  a  problem  of 
medical  rather  than  surgical  manage- 
ment. 

2.  Surgical  management  is  mainly  re- 
served for  chronic  sinusitis,  or  for 
cases  of  acute  sinusitis  which  have 
failed  to  respond  to  medical  manage- 
ment or  have  been  complicated  by  such 
conditions  as  orbital  abscess  or  menin- 
gitis. 

3.  Besides  appropriate  antibiotic  treat- 
ment, there  is  no  substitute  for  good 
drainage  and  ventilation,  whether  by 
vasoconstrictors,  the  Proetz  technique, 
or  by  cannulation  or  transantral  punc- 
ture. 

4.  The  pain  and  discomfort  of  sinusitis 
is  for  the  most  part  related  to  altera- 
tions in  pressure  within  the  sinuses, 
and  relief  is  dependent  on  re-establish- 
ment of  atmospheric  pressure. 

5.  Cysts  and  polyps  in  sinuses  are  un- 
likely to  be  associated  with  frank  pain 
or  headache  unless  their  position  is 
such  as  to  create  an  obstruction  of  the 
internal  ostium  of  the  sinus. 

6.  X-ray  examination  with  the  head  in 
the  upright  position  for  optimal 
demonstration  of  fluid  levels  is  man- 
datory in  the  evaluation  of  sinuses,  es- 
pecially the  ethmoid  and  sphenoid 
sinuses. 

A  variety  of  nasal  conditions  may  be  as- 
sociated with  facial  pain  and  headache.  These 
may  be  anatomic  problems,  such  as  the  de- 
viated septum  creating  pressure  on  lateral 
nasal  structures.  This  is  a  possible  mech- 
anism to  explain  "sphenopalatine  ganglion 
neuralgia."-  The  pressure  associated  with  a 
cluster  of  polyps  filling  the  nose  frequently 
causes  discomfort.  However,  a  variety  of 
functional  problems  such  as  vasomotor  and 
allergic  rhinitis,  acute  catarrhal  rhinitis, 
hypertrophic  and  atrophic  rhinitis  may  all 
involve  sufficient  inflammation  to  create  dis- 
comfort or  actual  headache.^  In  a  series  of 
1,000  cases  of  headache  in  servicemen  com- 
piled and  documented  etiologically  by  Hersh,' 
vasomotor  rhinitis  was  thought  to  be  the 
primary  cause  for  headache  in  282  out  of  the 
1,000.    It   was   the   opinion   of   Hersh   that 


Table  1 
Reference  Regions  for  Pain  from  Teeth 

I  after  Catlin^ 
Reference  Area 
Maxilla  Mandible 

Frontal  Mental 


Teeth 

Incisors 

Canine 

First  biscuspid 

Second  bicuspid 

Molars 


Nasolabial 
Temporal   or 

maxillary 
Maxillarv 


Mental 

Hyoid  or  mental 

Hyoid,  ear,  pos- 
terior to  angle  of 
jaw.  tip  of  ton- 
gue (unilateral! 
Superior  laryn- 
geal areas 

vasomotor  rhinitis  is  the  most  common  nasal 
cause  for  headache. 

Therapy  with  vasoconstrictors,  cocaine  ap- 
plication to  the  sphenopalatine  ganglion,  and 
antihistamines  may  provide  short-term,  and 
in  some  cases  long-term,  relief,  though  gen- 
erally these  chronic  nonspecific  rhinitides 
are  refractory  to  virtually  all  forms  of  ther- 
apy where  permanent  or  long-term  relief  is 
sought.  Fortunately,  spontaneous  improve- 
ment is  generally  achieved ;  hence  conserva- 
tism in  therapy  should  be  the  guiding  prin- 
ciple. 

When  headache  in  children  is  being  eval- 
uated, ethmoid  sinusitis  and  foreign  bodies 
of  the  nose  are  two  statistically  likely  pos- 
sibilities and  should  be  looked  for. 

Inflammatory  disease  of  the  teeth  is  usual- 
ly fairly  obvious  when  present,  with  localized 
pain  being  the  most  prominent  symptom. 
In  the  case  of  the  upper  teeth,  one  may  find 
associated  antral  disease,  requiring  treat- 
ment of  both  maxillary  sinusitis  and  peria- 
pical disease.  Oroantral  fistula  may  result 
in  this  situation,  with  extraction  of  the  tooth. 
Pain  in  the  upper  teeth  may  mistakenly  lead 
to  dental  consultation  when  in  reality  a 
maxillary  sinusitis  is  the  offender  and  must 
be  treated  accordingly.  The  referral  of  pain 
of  dental  origin  may  likewise  misdirect  one's 
thinking  to  areas  which  are  not  involved. 
Thus  it  should  be  kept  in  mind  that  dental 
pain  is  referred  in  a  fairly  set  pattern,  de- 
pending on  which  teeth  are  involved.^ 

Neoplasms 
Headaches  due  to  extracranial  neoplasms 
generally    involve    fifth,    ninth,    and    tenth 
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nei've  pathways.  Lesions  of  the  mouth, 
nasopharynx,  oropharynx  and  tonsils,  hypo- 
pharynx,  larynx,  and  base  of  tongue  are  all 
more  common  than  malignant  neoplasms 
of  the  sinuses  and  middle  ear.  Pain  is  usually 
not  an  early  symptom  of  any  of  these  lesions. 
Indeed,  headache  is  generally  a  late  symp- 
tom, and  may  indicate  erosion  of  the  base  of 
the  skull.  These  lesions  tend  to  begin  in- 
sidiously as  silent  tumors.  Pain,  when  pres- 
ent, is  usually  a  deep  ache  rather  than 
throbbing  or  superficial.  Referred  pain  to  the 
ear  through  the  ninth  and  tenth  nerve 
pathways  is  common  in  all  these  conditions. 
Though  neoplasm  is  not  an  especially  com- 
mon cause  of  headache,  nonetheless  it  should 
be  considered  in  the  dift'erential  diagnosis 
of  every  chronic  headache  associated  with 
persistent  otalgia  and  chronic  sore  throat. 
When  cervical  nodes  are  present,  then 
tumors  of  the  head  and  neck,  and  infections 
should  be  ruled  out  in  that  order  before  more 
benign  causes  of  headache  and  sore  throat 
are  considered. 

Malignant  lesions  involving  the  sinuses 
most  commonly  arise  in  the  maxillary 
sinuses,  and  next  most  commonly  in  the 
ethmoids.  Frontal  and  sphenoid  cancers  are 
quite  rare.  However,  mucoceles  arising  in 
the  frontoethmoid  complex  and  the  sphenoid 
sinuses  are  not  especially  rare  and  are  gen- 
erally associated  with  pain  and  often  visual 
signs.  Surgical  exploration  and  removal  is 
the  treatment  of  choice  for  these  lesions, 
with  uniformly  good  results.  Unfortunately, 
malignant  tumors  of  these  areas  are  usually 
diagnosed  late  and  may  not  be  amenable  to 
anything  other  than  palliative  therapy. 

Cephalgias  and  Atypical  Neuralgias 
of  the  Face  and  Head 
Conditions  loosely  categorized  in  this  sec- 
tion will  include  sphenopalatine  ganglion 
neuralgia  (Sluder's  lower-half  headache), 
Vidian  nerve  neuralgia,  Horton's  hi.stamine 
cephalgia,  carotidynia  and  other  painful 
vascular  syndromes  of  the  head  and  face,  and 
autonomic  faciocephalgia.  Actually,  clear-cut 
differentiation  of  these  conditions  may  be 
difficult,  if  not  impossible,  and  there  is  con- 
siderable argument  among  specialists  in  the 
neurologic  disciplines  as  to  the  firm  estab- 


lishment of  any  of  these  syndromes  as  de- 
finite clinical  entities.  These  are  largely 
differential  diagnostic  problems  which  may 
resemble  migraine  or  fifth  and  ninth  nerve 
neuralgias,  but  exhibit  cei'tain  significant 
differences  •/> 

1.  In  the  atypical  neuralgias,  the  pain  is 
seldom  limited  to  one  cranial  nerve 
distribution,  but  spreads  over  the  area 
supplied  by  other  cranial  and  cervical 
nerves. 

2.  The  pain  is  not  significantly  altered  by 
elimination  of  the  fifth  or  ninth  nerves. 

3.  The  pain  is  of  a  steady,  diffuse,  aching 
quality  of  hours'  or  days'  duration,  un- 
like the  lancinating  paroxysms  of  tic 
douloureux,  etc. 

4.  Trigger  zones  are  not  usually  present. 

5.  The  atypical  facial  pains  usually  oc- 
cur in  a  younger  age  group  than  the 
major  neuralgias. 

6.  Many  vasodilators  increase  the  inten- 
sity of  atypical  neuralgia,  whereas 
vasoconstrictors  decrease  the  intensity 
of  the  attack.  Though  this  may  be 
similarly  true  for  migraine,  the  re- 
verse is  true  of  atypical  facial  neural- 
gias. 

In  Harold  Wolff's  classic  book.  Head- 
ache and  Other  Head  Pain,''  the  author  cites 
considerable  evidence  to  disprove  all  of  the 
aforementioned  syndromes  as  anything  other 
than  symptoms  arising  from  distention  of 
one  or  another  branch  of  the  external  carotid 
artery.  He  further  feels  that  the  sphenopala- 
tine ganglion  and  vidian  neuralgias  are  ac- 
tually vasodilator  syndromes  of  the  internal 
maxillary  artery.  The  proof  of  Wolff's 
theory  may  be  yet  to  come,  but  it  is  cer- 
tainly my  experience  that  some  of  our 
"lower-half"  headaches  in  patients  with 
demonstrable  intranasal  problems — usually 
associated  with  septal  deviation  or  spurs 
sufficient  to  create  contact  or  adhesions  with 
lateral  nasal  structures — achieve  complete 
relief  of  symptoms  by  surgical  correction  to 
eliminate  pressure  points.  Relief  of  pain  by 
cocainization  is  generally  a  good  diagnostic 
test  for  preoperative  evaluation  in  this  type 
of  patient. 

The     usual     surgical     management     for 
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Sluder's  lower-half  headache  consists  of 
some  type  of  corrective  septal  procedure  and 
crushing  of  the  turbinates  to  eliminate  pres- 
sure points.-  However,  in  the  absence  of  ob- 
jective septal  or  turbinate  disease  or  ana- 
tomic distortion,  it  makes  little  sense  to 
consider  submucous  resection  as  being  of 
any  likely  benefit  for  this  type  of  problem. 
Alcohol  injection  of  the  sphenopalatine 
ganglion  through  the  greater  palatine  fora- 
men is  possibly  a  worth-while  technique  for 
relieving  the  pain  of  sphenopalatine  ganglion 
origin.  However,  in  the  experience  of  many, 
alcohol  injection  at  best  provides  only  short- 
term  improvement,  and  is  of  doubtful  benefit 
in  any  of  the  neuralgias."' 

Miscellaneous 

This  section  will  include  a  variety  of  head 
and  neck  pains  associated  with  trauma, 
musculoskeletal  reactions,  upper  cervical 
nerve-root  compression,  mandibular  and 
temporomandibular  joint  disease,  styloid 
process  pressure,  salivary  gland  disorder, 
and  purely  psychogenic  causes.  These  may 
well  account  for  most  of  the  headaches  ex- 
hibited in  an  average  population.  The  tele- 
vision commercial  which  says,  "Most  head- 
aches come  from  tension,"  is  probably  very 
true.  The  mechanism  involves  musculoskele- 
tal tension  of  the  structures  supporting  the 
head.  The  upper  three  cervical  nerves  are 
the  main  pathways,  with  central  overlap  of 
the  dorsal  horn  of  the  first  two  cervical  seg- 
ments with  the  spinal  tract  of  the  fifth 
nerve."  The  head  and  neck  pain  resulting 
from  a  whiplash  injury  may  be  an  exag- 
gerated form  of  tension  headache,  but  may 
involve  herniation  of  cervical  discs  as  well ; 
and  of  course,  there  may  be  cervical  disc 
disease  with  head  and  neck  pain  in  the  ab- 
sence of  whiplash. 

The  post-concussion  syndrome  with  head- 
ache and  dizziness  is  frequently  seen,  and 
may  be  related  to  unusual  tension  on  mus- 
culoskeletal structures,  but  it  may  also  be 
related  to  vascular  stretching  of  the  anchor- 
ing supports  of  the  brain.  Another  painful 
syndrome,  post-herpetic  neuralgia,  is  diag- 
nosed by  history  and  distribution.  It  is  not 
consistently  amenable  to  any  therapy,  though 


nerve  avulsion  and  e.xcision  and  undermin- 
ing of  the  affected  skin  areas  is  often  tried 
and  may  be  helpful.' 

Temporomandibular  joint  disease  may 
present  a  confusing  pain  pattern,  and  may 
be  misdiagnosed  because  of  referral  of  pain 
to  the  ear,  the  parotid  area,  the  temple,  or 
mandible.  Diagnosis  is  best  achieved  by  con- 
dylar palpation  as  the  jaw  is  opened  and 
closed,  and  by  roentgenologic  examination, 
again  with  the  jaw  opened  and  closed.  Cos- 
ten's  syndrome,'  with  temporomandibular 
joint  malfunction  due  to  malocclusion  or  loss 
of  molar  support,  involves  pain  in  and  about 
the  ears,  vertex  and  occipital  headache, 
eustachian  tube  obstruction  with  conductive 
hearing  changes,  sometimes  vertigo  and  tin- 
nitus, and  a  burning  sensation  in  the  tongue 
and  throat.  A  single  etiology  for  Costen's 
symptom  complex  has  been  questioned,  and 
certainly  correction  of  the  occlusion  prob- 
lem has  not  produced  uniformly  good  re- 
sults. 

The  pain  of  elongated  styloid  processes 
deserves  some  comment.  By  direct  pressure, 
this  may  produce  pharyngeal  pain,  dys- 
phagia, and  otalgia  through  the  ninth  nerve. 
With  pressure  on  the  carotids,  pain  is  pro- 
duced in  the  parietal  areas,  orbit,  and  maxil- 
lary regions.  These  pains  can  be  elicited  or 
increased  by  palpation  of  the  styloid  through 
the  tonsillar  fossa.  The  diagnosis  is  proven 
radiographically  and  by  palpation,  and  treat- 
ment is  by  surgical  shortening  of  the  styloid 
process.^ 

Enlargement  of  the  salivary  glands  due  to 
duct  obstruction,  sialadenitis,  Mikulicz's  dis- 
ease, or  malignant  tumors  is  usually  asso- 
ciated with  temporal,  otic,  and  mandibular 
pain.  However,  benign  mixed  tumors  are 
rarely  associated  with  pain. 

Other  conditions  associated  with  facial 
pains  and  headaches  include  coronary  throm- 
bosis and  angina  pectoris,  petrositis,  blood 
dyscrasias  and  diseases  with  systemic  tox- 
icity. And,  of  course,  headaches  of  purely 
psychogenic  causes  may  vai'y  widely  from 
the  mildly  anxious  patient  with  tension  head- 
aches to  the  severe  psychoneurotic  with 
bizarre  atypical  neuralgia,  the  management 
of  which  at  best  is  limited. 
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Conclusions 

In  the  diagnosis  of  headaches,  there  is  no 
substitute  for  a  thorough  history  and  phy- 
sical and  neurologic  examinations.  Many  pa- 
tients are  convinced  that  their  headaches 
come  from  sinus  trouble,  the  need  for  glasses, 
or  other  EENT  problems.  In  fairness  to  the 
patient  and  to  oui'selves,  it  pays  to  be  ex- 
tremely objective  and  critical  of  these  seif- 
diagnoses,  and  to  avoid  empirical  treatment 
which  may  confuse  and  perpetuate  rather 
than  relieve  the  condition.  X-ray  examina- 
tion is  mandatory  where  true  sinus  disease  is 
suspected  as  a  cause  for  headache.  Lastly, 
beware  of  the  headache  accompanied  by 
neurologic  signs.  Until  proved  otherwise, 
the  patient  presenting  this  picture  has  an 
intracranial     aneurysm,     a     neoplasm,     or 


erosion  of  the  base  of  the  skull  to  account 

for  the  headache  and  the  neurologic  deficit." 
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Premature  Separation  of  the  Normally  Implanted  Placenta 

Carlyle  Crenshaw,  M.D.,*  and  Arthur  Christakos,  M.D. 


Edward  Rigby,^  an  English  physician, 
first  distinguished  between  the  "unavoidable" 
hemorrhage  of  placenta  previa  and  the 
causes  of  "accidental"  antepartum  uterine 
hemorrhage.  The  most  dangerous  cause  of 
the  latter  is  premature  separation  of  the 
normally  implanted  placenta.  In  the  inter- 
vening 200  years,  much  progress  has  been 
made  in  the  treatment  of  these  two  obste- 
tric catastrophies. 

The  establishment  of  adequate  blood 
banks,  the  development  of  safe  anesthetic 
techniques,  and  the  training  of  .skilled  ob- 
stetrician-gynecologists, anesthesiologists, 
and  pediatricians  have  done  much  to  lower 
the  maternal  mortality  associated  with  these 
two  hemorrhagic  problems  of  late  pregnancy 
and  to  reduce  the  perinatal  mortality  asso- 
ciated with  placenta  previa.  The  perinatal 
mortality  of  premature  separation  of  the 
placenta  remains  exceedingly  high  and  is  a 
leading  cause  of  fetal  and  neonatal  death 
today. 

Etiology 

Many  causes  of  premature  separation  of 
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the  normally  implanted  placenta  have  been 
suggested,  including  trauma,  a  short  um- 
bilical cord,  endometritis,  multiparity,  pre- 
eclampsia, hypertensive  vascular  disease, 
renal  disease,  inferior  vena  caval  compres- 
sion, vitamin  C  deficiency  and  folic  acid 
deficiency. 

While  all  of  these  factors  may  play  a  role 
in  the  development  of  the  problem,  only  the 
last — that  is,  folic  acid  deficiency — has  been 
demonstrated  in  almost  all  patients  with 
premature  separation  of  the  placenta  when 
this  deficiency  has  been  sought.--'^'^  Whether 
or  not  deficiency  of  folic  acid  (or  perhaps  a 
fault  in  its  metabolism)  proves  to  be  etiologi- 
cally  responsible  for  premature  separation 
of  the  placenta  remains  to  be  proven. 

Diagnosi-s 

The  diagnosis  of  the  mild  forms  of 
placental  separation  is  mostly  one  of  exclu- 
sion. Bleeding  is  minimal  and  uterine 
tenderness  and  irritability  may  be  absent. 
A  placentogram  will  help  exclude  placenta 
previa.  A  vaginal  and  cervical  inspection  and 
Papanicolaou  smears  will  help  exclude  the 
vaginal  and  cervical  causes  of  bleeding. 

In    the   more    severe    forms    of   placental 
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separation,  there  is  the  sudden  onset  of 
severe,  contimious  pain,  usually  followed  by 
bleeding  per  vagina.  Examination  reveals 
that  the  blood  pressure  and  pulse  may  or 
may  not  reflect  the  amount  of  bleeding  that 
has  occurred.  The  uterus  is  quite  tender  and 
irritable  or  perhaps  board-like  and  enlarg- 
ing. Fetal  detail  may  not  be  palpated  and 
fetal  activity  may  be  increased  or  absent.  The 
fetal  heart  tones  frequently  are  absent. 

Management 

Management  of  the  patient  with  prema- 
ture separation  of  the  placenta  consists  of 
immediate  hospitalization  with  absolute  bed 
rest  and  preparations  for  replacement  of 
blood.  At  least  one  18-gauge  intravenous 
needle  or  catheter  should  be  inserted  and 
kept  open  with  a  constant  infusion  of  glu- 
cose and  water  or  Ringer's  lactate.  Two  or 
more  units  of  blood  should  be  cross-matched 
and  kept  available.  The  hematologic  status 
of  the  patient  should  be  evaluated,  including 
hemoglobin  or  hematocrit  determinations, 
white  blood-cell  count,  differential,  and 
description  of  smear.  A  clot  observation  test 
should  be  carried  out.  This  includes  the 
coagulation  time,  the  type  of  clot,  and  evi- 
dence of  clot  lysis.  Fibrinogen  concentration 
is  helpful  if  the  analytical  procedure  is 
available.  The  hemoglobin  or  hematocrit 
determination,  the  clot  observation  test,  and 
the  fibrinogen  concentration  should  be  car- 
ried out  as  often  as  indicated  by  the  condi- 
tion of  the  patient. 

The  maternal  pulse  and  blood  pressure, 
the  uterine  consistency,  and  the  fetal  heart 
rate  must  be  monitored  frequently.  In  addi- 
tion, an  accurate  record  of  fluid  intake  and 
output  must  be  maintained. 

Patients  with  the  milder  forms  of  placental 
separation  should  be  kept  at  bed  rest  with 
the  hope  of  obtaining  hemostasis  and  allow- 
ing the  fetus  further  growth  and  develop- 
ment. Digital  examination  of  the  cervix  by 
rectum  or  vagina  is  contraindicated  because 
of  the  possibility  of  an  unrecognized  placenta 
previa.  After  bleeding  has  ceased  for  a  min- 
imum of  24  hours,  slow  ambulation  is  per- 
missible. 

The  management  of  patients  with  the 
more  severe  forms   of  placental   separation 


at  any  stage  in  pregnancy  must  be  aggres- 
sive. Blood  must  be  replaced  (realizing  that 
most  often  estimations  of  blood  loss  are 
lower  than  amounts  actually  lost)  and  hemo- 
stasis must  be  obtained.  Plasma  expanders 
such  as  Dextran  are  contraindicated  because 
of  their  tendency  to  interfere  with  the  con- 
version of  fibrinogen  to  fibrin.  Pelvic  ex- 
amination and  amniotomy  should  be  per- 
formed immediately  under  conditions  that 
allow  for  either  vaginal  or  abdominal  de- 
livery (so  called  "double  set-up"),  again  be- 
cause of  the  possibility  of  an  unrecognized 
placenta  previa. 

If  the  patient  is  not  in  labor  or  if  she  does 
not  go  into  labor  within  one  hour  after 
amniotomy,  a  slow  infusion  of  dilute  oxcy- 
tocin  should  be  started.  Application  of  a 
Willet  clamp  to  the  fetal  scalp  is  helpful  if 
there  is  poor  application  of  the  fetal  head  to 
the  cervix. 

Quick  vaginal  delivery  is  preferable. 
Cesarean  section  is  reserved  for  patients 
marked  by  (1)  hemorrhage  uncontrollable 
by  induction  of  labor,  or  (2)  fetal  distress 
and  an  estimated  fetal  weight  of  at  least 
three  pounds,  or  (3)  other  complicating  ob- 
stetric problems.  Cesarean  section  should  not 
be  started  until  blood  replacement  has  be- 
gun and  an  adequate  amount  of  blood  is 
available  in  the  blood  bank. 

Fibrinogen  replacement  is  indicated  if  a 
clotting  defect  is  found  and  delivery  is 
several  hours  away  or  cesarean  section  is  to 
be  performed. 

Complications 

The  maternal  complications  of  premature 
separation  of  the  normally  implanted 
placenta  are  hypovolemic  shock,  clotting  de- 
fects, acute  renal  failure,  Couvelaire  uterus 
with  postpartum  atony  and  hemorrhage, 
postpartum  pituitary  necrosis  (Sheehan's 
syndrome),  and  death. 

Shock  may  be  out  of  proportion  to  the 
amount  of  observed  blood  loss  because  of 
concealed  hemorrhage,  and  the  patient  with 
concealed  hemorrhage  more  frequently  de- 
velops the  other  complications  as  well. 
Clotting  defects  are  generally  considered  col- 
lectively as  "hyijofibrinogenemia."  In  addi- 
tion to  the  hypofibrinogenemia,  there  may  be 
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evidence  of  increased  fibrinolysins,  hypo- 
prothrombinemia,  reduced  amounts  of  fac- 
tors V  and  VIII,  and  thrombocytopenia.  The 
etiology  of  acute  renal  failure  is  obscure, 
but  the  renal  lesion  may  be  either  acute 
tubular  necrosis  or  bilateral  symmetrical 
cortical  necrosis.  Couvelaire  uterus  results 
from  extravasation  of  blood  into  the  myome- 
trium. Rarely,  this  problem  leads  to  inability 
of  the  uterus  to  contract,  with  resultant  post- 
partum hemorrhage.  Postpartum  pituitary 
necrosis  is  also  rare,  but  must  be  strongly 
suspected  in  those  patients  who  show  no 
evidence  of  lactation  during  the  postpartum 
period.  The  maternal  mortality  rate  has  been 
reduced  dramatically.  In  most  large  institu- 
tions today  it  is  less  than  one  per  cent. 

The  fetal  complications  remain  the  prin- 
cipal problem  of  placental  separation.  The 
perinatal  mortality  rate  is  approximately 
50%-  Intrauterine  death  is  caused  by  acute 
anoxia  that  results  from  the  separation  of 
the  uterine  and  umbilical  circulations  or  pos- 
sibly from  decreased  uterine  blood  flow 
following  maternal  shock.  Even  though  the 
baby  may  be  delivered  alive,  his  life  still  is 
in  jeopardy.  Among  the  newborn's  problems 
are  prematurity,  the  effects  of  analgesia  and 
anesthesia,  the  effects  of  an  operative  de- 
livery, pulmonary  complications  (respira- 
tory distress  syndrome,  atelectasis,  pneu- 
monia), and  hemorrhagic  shock  and  or 
anemia.  The  latter  problem  is  one  that  is 
often  overlooked  by  both  the  obstetrician 
and  the  pediatrician.  The  fetus  can  bleed 
either  internally  into  the  maternal  circula- 
tion, externally  through  the  maternal  birth 
canal,  or  externally  through  the  cesarean  in- 
cision if  the  placenta  lies  beneath  the 
incision.  The  signs  to  watch  for  in  the  new- 
born are  pallor  (which  persists  with  oxy- 
genization)  ;  shallow,  rapid,  gasping  respira- 
tion (without  retraction)  ;  weak  cry  and 
movements  ;  tachycardia  ;  normal-sized  liver 
and  spleen.  Treatment  by  blood  transfusion 
has  a  dramatic,  beneficial  effect  on  the  con- 
dition of  the  fetus. 

Experience    luith   Premature   Separation    of 
the  Normally  hnplanted  Placenta,  Duke 
University  Medical  Center:  1962-1966 
At  the  Duke  Universitv   Medical   Center 


during  the  five-year  period  between  Jan- 
uary 1,  1962,  and  December  31,  1966,  117 
women  have  had  120  deliveries  complicated 
by  pi-emature  separation  of  the  normally 
implanted  placenta.  During  this  same  inter- 
val there  have  been  a  total  of  7596  de- 
liveries. The  incidence  of  placental  separa- 
tion, therefore,  has  been  1.58%  or  1  in  63 
deliveries  (see  Table  1). 

Table   1 

Premature   Separation   01  The   Placenta 

1962-1966 

No.  Ratio 

Total  deliveries  7596 

Premature  separation  of  the 

placenta  120                  1:63 

Private  patients  26                 1.68 

Service  patients  94                 1:62 

Forty-one  (35 'v  )  of  the  patients  were 
white  and  76  (65 "^'f )  were  non-white.*  Twen- 
ty-six deliveries  were  conducted  by  the  senior 
staff  physicians  (an  incidence  of  1.48'f  or 
1  in  68  deliveries)  and  94  were  conducted  by 
the  resident  staff  physicians  (1.61%  or  1  in 
62  deliveries) . 

Age,  length  of  gestation,  and  previous 
obstetric  kistorij 

The  120  patients  ranged  in  age  from  15 
to  44  years.  Fifty-four  (45%)  of  the  de- 
liveries occurred  prior  to  36  weeks'  gestation 
and  66  (559r )  occurred  at  36  weeks  or 
more. 

Of  the  120  patients,  32  (27%)  were  primi- 
gravidas  and  88  (73Vr )  had  previously  had  a 
total  of  392  pregnancies.  Three  hundred 
(77%)  of  these  previous  pregnancies  had 
ended  successfully  with  a  total  of  303  living 
children  (three  sets  of  twins).  Forty-nine 
(12rr  )  of  the  previous  pregnancies  had  end- 
ed in  spontaneous  abortions,  and  43  (11%) 
had  ended  in  stillbirths  or  neonatal  deaths 
(Table  2). 

Eight  (9'<  )  of  the  88  multigravidas  had  a 
history  of  previous  premature  separation  of 
the  placenta.  Three  of  these  are  included  in 
this  series  of  patients. 

Hypertensive  disorders  of  pregnancy 

Twenty-three  of  the  120  patients  had  one 
of  the  hypertensive  disorders  of  pregnancy 


*These  percentages  are  approximately  the  same  as  in  our 
total  population. 
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Table  2 
Maternal  Parity   And   Past  Obstetric   History 


No. 

Percent 

Primagravidas 

32 

27 

Multigravidas 

88 

73 

Previous  pregnancies 

392 

Successful  pregnancies 

300 

77 

Abortions 

49 

12 

Perinatal  deaths 

43 

11 

Previous  placental  separation 

8 

Table  3 

Hypertensive  Disorders  Of  Pregnancy 
And  Placental  Separation 

No.  Percent 

Pre-eclampsia  i  overall 
incidence  8%'  12  10 

Fetal  salvage  42 

Chronic  hypertensive  disease 

I  overall  incidence  1%>  11  9 

Fetal  salvage  45 

associated    with    the    placental    separation 
(Table  3). 

Twelve  (10%)  of  the  patients  had  pre- 
eclampsia, mild  in  five  and  severe  in  seven. 
(The  overall  incidence  of  pre-eclampsia  at 
the  Duke  University  Medical  Center  during 
this  period  was  approximately  87^)-  Six 
of  these  patients  delivered  stillborns,  and 
one  baby  died  shortly  after  delivery  (42  7f 
salvage) . 

Eleven  (97'^)  of  the  patients  had  hyper- 
tensive vascular  disease.  (The  overall  in- 
cidence of  pregnancy  complicated  by  hyper- 
tensive vascular  disease  during  this  period 
was  approximately  1  S'r ) .  One  of  these  pa- 
tients had  superimposed  pre-eclampsia  and 
one  had  superimposed  eclampsia.  Six  of 
these  patients  delivered  stillborns  (457  sal- 
vage) . 

Two  of  the  12  patients  with  pre-eclampsia 
had  a  previous  history  of  premature  placen- 
tal separation.  None  of  the  patients  with  hy- 
pertensive vascular  disease  had  a  previous 
history  of  premature  placental  separation. 

Miscellaneous  complicating  disorders 

Ten  patients  had  miscellaneous  complicat- 
ing disorders  at  the  time  of  delivery :  leio- 
myomata  uteri,  2 ;  Class  A  diabetes  mellitus, 
2;  multiple  pregnancy  (twins),  1;  septate 
uterus,  1 ;  uncontrolled  grand  mal  epilepsy, 
1 ;  pneumonia,  1 ;  cholangiolitic  hepatitis,  1 ; 
hemoglobin  C  trait,  1.  Five  babies  lived,  two 


were  stillborn,  and  three  died  shortly  after 
delivery. 

Treatment 

Blood  tra)isfimo)i^:  Thirty-seven  of  the 
patients  (327:)  received  blood  transfusions. 
Nine  of  these  patients  received  only  one  unit 
of  blood.  One  patient  received  13  units  and 
one  patient  19  units.  The  average  number  of 
transfusions  per  patient  was  3.5  units.  The 
distribution  of  patients  and  transfusions  is 
presented  in  Table  4. 


Table  4 
Blood  Transfusions 


Units  of  Blood 
1 
2 

3-4 
5-7 
13 
19 


Average  3.5 


No.  of  Patients 

9 
9 
12 
5 
1 
1 

37 


Induction  of  labor:  Eighty-one  patients 
(687  )  were  in  labor  on  admission  or  went 
into  labor  spontaneously  shortly  after  admis- 
sion. Thirty-nine  (327)  patients  had  labor 
induced.  Of  these,  27  were  for  premature 
separation  of  the  placenta  and  12  were  for 
other  reasons,  with  the  diagnosis  of  prema- 
ture separation  being  made  during  labor  or 
after  delivery. 

Of  the  27  patients  induced  for  premature 
separation  of  the  placenta,  17  had  dead  ba- 
bies in  utero  on  admission.  Of  the  10  babies 
who  were  alive  on  admission,  5  subsequently 
died,  3  during  induction  and  2  in  the  neo- 
natal period  of  prematurity.  Five  babies  (4 
term-sized  and  1  premature)  lived. 

In  12  patients  labor  was  induced  for  rea- 
sons other  than  premature  separation  of  the 
placenta.  These  indications  were  (1)  pre- 
mature, prolonged  rupture  of  the  mem- 
branes, 7;  (2)  Rh  sensitization,  1;  (3)  se- 
vere preeclampsia,  1 ;  (4)  desultory  labor, 
1;  (5)  distance  from  the  hospital,  1;  (6)  un- 
known, 1.  Of  these  12  patients,  excessive 
bleeding  began  during  labor  in  9,  and  the 
diagnosis  was  made  after  the  delivery  by 
placental  inspection  in  3.  All  12  babies 
were  discharged  from  the  hospital  alive. 

The  methods  of  induction  of  labor  are  pre- 
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Amniotomy 
Amniotomy 
Amniotomy 


Table  5 
Method  of  Induction  of  Lalior 

For  For 

Premature  Other 

Separation  Reasons 

10  0 

4  1 

6  0 


Table  7 
Summary  Of  Patients  Delivered  By  Cesarean 
Patient  Parity  Age  (Weeks)  Complications 


Pitocin 
Willet  clamp 
Amniotomy  +  Willet  clamp 

+  Pitocin  4  0 

Pitocin,   L   V.  3  7 

Pitocin,  buccal  0  3 

Sparteine  Sulfate  0  1 

sented  in  Table  5.  It  should  be  noted  that  of 
the  patients  induced  for  premature  separa- 
tion of  the  placenta,  amniotomy  was  employ- 
ed in  24.  The  3  patients  who  received  only 
pitocin  had  ruptured  membranes  prior  to  in- 
duction. 

Method  of  delivery:  Table  6  presents  the 
method  of  delivery  of  the  121  babies.  Sixty- 
six  mothers  (54.5%)  delivered  spontaneous- 
ly; 55  (45.5%)  required  operative  delivery. 


Table  6 

Method  Of  Delivery 

(121  babies) 

No. 

Spontaneous  (54.5%) 

66 

Operative  (45.5%) 

55 

Forceps 

34 

Breech  extraction 

13 

Version  and  extraction 

2 

Destructive  procedure 

1 

Cesarean  section 

5 

Of  these  55  babies,  34  were  delivered  by 
forceps,  13  were  delivered  by  breech  extrac- 
tion, 2  by  version  and  extraction,  1  by  a  de- 
structive procedure,  and  5  by  cesarean  sec- 
tion. The  large  number  of  breech  extractions 
reflects  the  large  number  of  patients  deliver- 
ing prematurely.  One  of  the  babies  delivered 
by  version  and  extraction  was  the  second 
twin  and  the  other  was  an  immature  still- 
born with  a  shoulder  presentation.  The  de- 
structive procedure  was  performed  on  an- 
other immature  dead  baby  with  a  shoulder 
presentation. 

The  additional  problems  and  the  fetal  out- 
come of  the  patients  delivered  by  cesarean 
section  are  presented  in  Table  7.  Four  of 
these  five  women  had  lost  babies  previously 
because  of  premature  separation  of  the  plac- 
enta. Two  of  the  patients  previously  had 
had  cesarean  sections. 


Section 
Outcome 

Neonatal 
death 


1.  5-1-1  32         Post  Shirodlcar 

procedure,    pre- 
vious cesarean 
section  x  2 

2.  2-0-1  33        Fetal  distress.  Alive 

history  of  pre- 
vious intrauter- 
ine death  secon- 
dary to  prema- 
ture separation 

3.  1-0-0  34        Same  as  above  Alive 

4.  5-1-3  40        Same  as  above         Alive 

5.  2-0-1  40        Same  as  above         Alive 

except  neonatal 
death,  previous 
cesarean  section 

Materna I  complication .s- 

Hypovolemic  shock:  Fourteen  patients 
(12%)  developed  hypovolemic  shock.  Five 
were  in  shock  on  admission  and  9  went  into 
shock  after  admission  to  the  hospital. 

Clotting  defects :  Of  the  eight  patients 
(7%)  who  were  diagnosed  as  having  an  ab- 
normality of  their  clotting  mechanism,  8 
were  treated  with  blood  replacement,  and  5 
were  given  infusions  of  fibrinogen.  The  mean 
amount  of  fibrinogen  given  was  3.2  gm.  The 
maximum  amount  that  any  one  patient  re- 
ceived was  5  gm. 

Concealed  hemorrhage  a)id  Couvelaire  ut- 
erus: Three  patients  (2%  )  had  massive,  to- 
tally concealed  hemorrhage  when  premature 
separation  was  diagnosed  ante  partum.  Two 
of  these  patients  developed  a  clotting  defect. 
The  third  patient  had  massive  postpartum 
hemorrhage  secondary  to  uterine  atony  and 
was  treated  by  a  supracervical  hysterectomy. 
This  was  the  only  patient  that  was  diagnosed 
as  having  a  Couvelaire  uterus. 

Renal  failure:  Only  two  patients  (2%-) 
developed  renal  failure ;  both  cases  were 
mild  and  both  were  treated  by  fiuid  i-estric- 
tion  and  electrolyte  correction  only.  One  pa- 
tient had  been  treated  for  eclampsia  during 
the  preceding  week  at  another  hospitil  and 
was  referred  after  separation  of  the  placenta 
occurred.  The  other  developed  acute  hemoly- 
tic anemia  not  related  to  mismatched  blood. 

Maternal  mortality:  There  has  not  been  a 
maternal  death  at  the  Duke  Universitv  Med- 
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ical  Center  as  a  result  of  premature  separa- 
tion of  the  normally  implanted  placenta  or 
the  complications  thereof  since  1959.  In  1965 
Carter,  Cherny,  and  Peete'  reviewed  the 
renal  lesions  of  6  of  the  15  patients  who  had 
died  following  premature  separation  of  the 
placenta  at  the  Duke  University  Medical  Cen- 
ter from  1930  through  1959. 

Fate  of  the  Fetus  hi  Prematwre  Separatioyi 
of  the  Normally  Implanted  Placenta 

Fetal  survival:  One-hundred  and  twenty- 
one  babies  were  delivered.  Twenty-eight 
(23%)  were  dead  on  admission  to  the  hos- 
pital. Nine  fetuses  (7'a  )  died  ut  utero  after 
admission.  Twelve  babies  (107'^ )  died  during 
the  neonatal  period.  And  72  babies  (60 7r  ) 
were  discharged  from  the  hospital  alive. 
(See  Table  8). 


Table  8 

Fetal 

Salvage 

No. 

Percent 

Dead  on  admission 

28 

23 

Died  after  admission 

9 

7 

Neonatal  deaths 

12 

10 

Discharged  alive 

72 

60 

In  an  attempt  to  classify  the  severity  of 
the  problem  from  the  standpoint  of  the  fetus, 
the  patients  have  been  divided  into  different 
groups  according  to  the  degree  of  separation 
as  judged  clinically  at  the  time  of  delivery. 
These  data  are  presented  in  Table  9.  As  one 
would  expect,  the  larger  the  degree  of  sep- 
aration, the  smaller  the  rate  of  salvage. 

Those  patients  with  the  more  severe  de- 
grees of  placental  separation,  i.e.,  50  9f  or 
greater,  have  been  classified  further  as  nor- 
motensive,  pre-eclamptic,  or  hypertensive. 
These  data  are  presented  in  Table  10.  The 
numbers  are  too  small  for  adequate  compari- 
son ;  however,  it  can  be  seen  that  the  patients 
with  the  hypertensive  disorders  of  pregnancy 
tend  to  have  the  more  severe  degrees  of 
separation  and  less  chance  for  fetal  survival. 

Table  11  presents  the  data  on  survival  of 
the  live-born  babies  by  weight.  Again,  as  one 
would  expect,  the  larger  the  infant  at  birth, 
the  better  his  chances  for  living.  It  is  inter- 
esting that  two-thirds  of  the  babies  weigh- 
ing 1000-1499  gm  survived. 

Neonatal  deaths:  Table  12  lists  the  major 
autopsy  finding  of  9  of  the  12  babies  who 


Table  9 
Fetal  Salvage  And  Severity  Of  Placental  Separation 

Degree  of     Intrauterine   Neonatal  Salvage 

Separation          Death         Death  Living  (%) 

50%                          11                12  65  74 

50-99%                       7                 0  5  42 

100%                        19                  0  2  9 


Table  10 
Fetal  Salvage  In  Patients  With  50-100' 


Normal 

Pre-eclamptic 

Hypertensive 


No. 

21 
6 
6 


Percent 
64 
18 
18 


Separation 
Living 
Babies 

5 
1 
1 


Table  11 

Survival  Of  Babies  By  Weight  (Grams) 

Weight  (grams)  Neonatal  Deaths  No.  Surviving 

Less  than  1000  5  1 

1000-1499  4      "'  8 

1500-1999  1  8 

2000-2499  1  13 

2500  or  more  1  42 

Table  12 
Major  Autopsy  Findings  In  9  Of  12  Neonatal  Deaths 

No.  Cases 

Hyaline  membrane  disease  4 

Pneumonia  4 

Atelectasis  2 

Unexpanded  lungs  (immature!  2 

Pneumomediastinum  1 

Patent  ductus  arteriosus  1 

Kernicterus  1 

died  after  birth.  Hyaline  membrane  disease 
and  pneumonia  were  the  most  frequent 
causes  of  death.  The  infant  with  the 
pneumomediastinum  weighed  3220  gm  and 
was  severely  depressed  at  birth.  Endotracheal 
intubation  was  carried  out  and  positive  pres- 
sure oxygen  was  administered.  The  pneu- 
momediastinum was  found  after  moving  the 
infant  to  the  nursery.  Needle  aspiration  and 
tube  thoracotomy  were  performed  without 
benefit,  and  she  died  13  hours  after  delivery. 
Postmortem  examinations  were  not  per- 
mitted on  three  infants.  Two  of  these 
weighed  less  than  1000  grams  and  died  with- 
in a  few  hours  of  birth.  The  third  weighed 
1895  grams  and  died  six  hours  after  birth. 

Living  premature  babies:  Table  13  pre- 
sents the  complications  of  the  premature 
babies  who  were  discharged  from  the  hos- 
pital alive.  Hyperbilirubinemia  and  the 
anemia  of  prematurity  were  the  most  com- 
mon complications,  although  they  were  the 
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Table  13 

Complications  Of  Living  Premature   Infants   (30) 

(960-2485  Grams  I 


No.  Cases 

None 

6 

Hyperbilirubinemia 

17 

lOnly  1  required  excliange  transfusion! 

Anemia  of  prematurity 

11 

Respiratory  distress  syndrome 

5 

Apnea  neonatorum 

3 

Urinary  tract  infection 

3 

Hemorriiagic  anemia 

2 

Atelectasis 

1 

Fracture  of  the  clavicle 

1 

least  severe.  Two  infants  were  found  to 
have  hemorrhagic  anemia  shortly  after  de- 
livery. Neither  baby  was  in  difficulty ;  neither 
required  transfusion. 

Term-sized  babies:  Table  14  presents  the 
complications  of  the  term-sized  infants  who 
were  discharged  from  the  hospital  alive.  One 
baby  was  shown  to  have  neurologic  damage, 
thought  to  be  the  result  of  intrauterine 
hypoxia. 

Smnmary 

1.  The  general  problem  of  premature 
separation  of  the  normally  implanted 
placenta  is  reviewed. 

2.  The  complications,  management,  and 
fate  of  the  fetuses  of  117  women  having  120 
labors  and  deliveries  complicated  by  placen- 
tal separation  at  the  Duke  University  Medi- 
cal Center  during  the  years  1962-1966  are 
reviewed. 

3.  There  was  no  increase  in  the  incidence 
of  pre-eclampsia  in  this  series  of  patients. 
There  was  an  increase  in  the  incidence  of 
chronic  hypertensive  vascular  disease. 

4.  There  was  no  maternal  death  resulting 


Table  14 

Complications  Of  Living  Full  Term  Infants   (42) 

No.  Cases 

None  33 

Hyperbilirubinemia  4 

Respiratory  distress  <mild)  2 

Pneumonia  1 

Apnea  neonatorum  1 

Neurologic  damage  1 

I  ?   Intrauterine  hypoxia ' 

Erythroblastosis  fetalis  1 

Hemolytic  disease  of  newborn  lABOi  1 

Congenital  heart  disease  <  ?  >  1 

from  premature  separation  of  the  normally 
implanted  placenta  or  complications  there- 
of during  the  period  of  review. 

5.  The  perinatal  mortality  was  40%. 

6.  The  causes  of  the  neonatal  deaths  are 
reviewed. 

7.  The  complications  of  the  surviving  in- 
fants are  reviewed. 

8.  The  management  of  placental  separa- 
tion includes  immediate  hospitalization,  ade- 
quate replacement  of  blood,  early  amniotomy 
and  induction  of  labor,  and  rapid  vaginal 
delivery  or  cesarean  section  for  uncontroll- 
able hemorrhage,  fetal  distress,  or  other 
obstetric  indications. 
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We  may  form  some  notion  of  the  immense  quantity  of  ardent  spirits  consumed  in  Britain 
from  this  circumstance,  that  in  the  city  of  Edinburgh  and  its  environs,  besides  the  great 
quantity  of  foreign  spirits  duly  entered,  and  the  still  greater  quantity  which  is  supposed  to 
be  smuggled,  it  is  computed  that  above  two  thousand  private  stills  are  constantly  employed 
in  preparing  a  poisonous  liquor  called  molasses.  Tlie  common  people  have  got  so  universally 
into  the  habit  of  drinking  this  base  spirit,  that  when  a  porter  or  labourer  is  seen  reeling 
along  the  streets,  they  say,  he  has  got  molassed.— William  Buchan:  Domestic  Medicine,  or 
a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc., 
Philadelphia,  Richard  Folwell,  1799,  p.  81. 
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Pseudosociopathic    Neurotic    Behavioral    Disturbances    in 

Adolescent    Girls 


Dia(jn<>ni><  and  Therapeutic  rmplications 
John  B.  Reckless,  M.B.  Ch.B. 


As  the  number  of  psychiatric  clinics  in- 
creases over  the  state,  more  and  more  adoles- 
cents with  behavioral  disturbances  are  re- 
ferred for  treatment.  In  the  not  too  distant 
past,  psychiatric  help  for  such  cases  was 
largely  confined  to  the  more  affluent  members 
of  society.  The  less  fortunate  children  were 
destined  to  withdraw  from  their  social  peer 
group  or  were  removed  to  a  state  hospital 
or  penal  institution.  Even  those  children 
who  were  seen  by  a  psychiatrist  were  not 
always  afforded  the  opportunity  for  im- 
mediate psychotherapy.  Long  waiting-  lists 
and  the  scarcity  of  professionals  working 
with  adolescents  caused  delays  of  six  months 
or  more.  Treatment  was  often  limited  to  two 
or  three  visits  over  a  period  of  two  years. 

With  such  demand  for  treatment  of  the 
antisocial,  behaviorally  disturbed  patient, 
the  psychiatrist  had  to  exercise  extreme  care 
and  judgment  to  ensure  that  the  opportunity 
for  protracted  therapy  went  to  those  young- 
sters who  were  capable  of  engaging  in  and 
benefiting  from  such  treatment.  The  cri- 
teria for  determining  who  can  profit  from 
psychotherapy  have  been  many  and  varied, 
but  certain  requirements  are  considered  es- 
sential. These  include  intelligence,  motiva- 
tion, willingness  to  cooperate  with  the  thera- 
pist, the  capacity  for  insight  and  awareness 
of  the  aberrant  nature  of  the  behavior,  and 
finally,  the  reversibility  of  the  disorder. 

The  adolescent  with  a  learning  difficulty 
or  an  aflfective  disorder  usually  meets  these 
criteria,  the  blatant  psychotic  requires  a 
different  regimen,  but  the  antisocial  person 
usually  does  not  consider  himself  aberrant 
by  his  own  standards.  Referral  usually 
comes  about  as  the  result  of  persuasion  or 
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threat.  Not  surprisingly,  many  youngsters 
exhibiting  disordered  social  behavior  never 
return  after  the  first  visit. 

This  article  makes  a  plea  for  careful  ex- 
amination of  the  patient  with  symptoms  of 
antisocial  behavior  and  delinquency  in  order 
that  better  criteria  may  be  developed  to  dif- 
ferentiate those  patients  who  can  be  ex- 
pected to  benefit  from  treatment  and  those 
who  cannot.  The  differential  diagnosis  will 
lie  between  the  true  sociopath  with  a  poor 
prognosis  and  the  youngster  whose  behavior 
and  attitude  seem  sociopathic,  but  whose 
basic  disturbance  is  neurotic  and  therefore 
more  amenable  to  reversal  with  time  and 
psychotherapy. 

Composite  Clinical  Picture 

At  this  point  I  wish  to  define  the  informa- 
tion and  impressions  obtained  in  the  initial 
interview  with  an  adolescent  girl  whose 
behavior  falls  into  this  category.  With  a  re- 
view of  six  of  the  author's  private  practice 
referrals,  a  composite  clinical  picture  emer- 
ges. 

The  patient  is  an  18-year-old  girl  of  neat 
and  attractive  appearance.  She  is  brought  in 
by  her  parents,  who  usually  wish  to  be  in- 
terviewed with  her.  The  patient  attends  the 
interview  unwillingly,  and  though  she  is 
first  evaluated  as  an  outpatient,  the  parents 
bring  with  them  a  suitcase  containing  ar- 
ticles suitable  for  a  stay  in  the  hospital. 
The  father  usually  wishes  to  speak  with  the 
therapist  first,  asking  the  mother  to  remain 
with  the  daughter;  a  device  not  only  to 
ensure  the  daughter's  comfort,  but  also  to 
prevent  her  from  absconding  before  being 
seen  by  the  physician. 

Pateiital  Relationships 

The    father    is    usually    a    hard-driving, 

articulate,   successful,   and   rigid   individual 

who  ascribes  his  success  to  hard  work  and 

careful  planning.  In  many  cases  he  has  risen 
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on  the  social  ladder  because  of  commercial 
attainments.  His  rigidity  is  evidenced  by  a 
double  standard  concerning  his  womenfolk. 
Although  he  believes  in  the  pleasures  of  alco- 
holic beverages,  social  entertainment,  and 
boisterous  male  humor,  he  expects  his 
daughter  to  conform  to  a  rigid  cultural 
stereotype  of  primness,  respectability,  im- 
peccable moral  controls,  and  a  career  choice 
that  befits  genteel  femininity.  The  father's 
choice  of  a  career  for  his  daughter  is  school- 
teaching,  nursing  (in  a  degree  program), 
or  a  career  in  one  of  the  arts.  Secretarial 
work  or  a  job  involving  physical  activity  is 
frowned  upon;  sales  work  or  service  in  a 
restaurant  or  hotel  is  unthinkable. 

The  mother  usually  displays  a  dual  per- 
sonality and  behavior.  Verbally  she  plays 
a  subservient  role  as  she  gives  the  history 
of  her  daughter's  delinquency.  If  inter- 
viewed in  the  presence  of  her  husband,  she 
is  usually  meek,  gentle  and  soft-spoken.  She 
appears  to  have  come  from  a  social  class 
higher  than  that  of  the  husband  when  he 
was  a  young  man.  If  the  occasion  arises 
for  her  to  be  seen  alone,  however,  the  pat- 
tern of  interaction  may  be  different.  She 
becomes  more  outspoken,  usually  defending 
the  daughter's  reaction  by  criticizing  her 
own  and  her  husband's  behavior,  and  later, 
reluctantly  making  the  therapist  aware  of 
the  husband's  demands  on  the  child. 

The  mother  also  affects  a  moral  rigidity, 
denying  the  pleasures  of  alcohol,  dancing, 
and  smoking,  but  accepting  these  diversions 
for  the  daughter  only  in  their  private  inter- 
action. Such  women  are  often  religious  and 
morally  preoccupied,  but  in  contrast  to  their 
husbands,  they  tend  to  lead  or  persuade 
rather  than  demand  conformity  to  their  be- 
havioral standards.  The  mother  prefers  but 
does  not  insist  that  the  daughter  follow  her 
example. 

A  curious  pattern  of  social  withdrawal 
becomes  evident  in  the  mother's  marital  his- 
tory. In  the  early  years  of  marriage  she  was 
an  equal  partner,  often  opening  doors  so- 
cially for  the  ambitious  husband.  She  sup- 
ported his  efforts  to  succeed  and  accom- 
panied him  to  business  conventions  and 
social  affairs.  With  her  husband's  later  suc- 


cess, however,  she  became  less  necessary  to 
back  him,  and  as  he  attained  position  and  in- 
fluence she  withdrew,  preoccupying  herself 
with  rearing  the  children.  Early  in  life, 
therefore,  the  child  was  a  victim  to  a  double 
moral  standard  in  the  home :  a  ruthless,  go- 
get-'em  code  from  the  father  and  a  rusty 
)ioblesse  oblige  from  the  mother. 

Co')ifi(sio)i  Ore)-  the  Sex  Role 
The  adolescent  girls  I  have  seen  as  pa- 
tients, all  showed  a  sense  of  failure  or  in- 
adequacy secondary,  they  thought,  to  not 
being  able  to  follow  father  in  his  field  of 
endeavor.  They  uniformly  regretted  that 
they  had  not  been  born  boys.  Those  with 
brothers  felt  that  they  could  have  been  more 
successful  than  the  boys  in  filling  the  male 
competitive  role  and  meeting  the  father's 
expectations.  The  father  usually  denied 
wanting  daughter  to  fill  a  male  role,  but 
often  reacted  ambivalently  to  the  fact  that 
she  could  not  be  the  ma.sculine  heir-apparent 
to  his  kingdom. 

The  daughter  usually  resolved  this  am- 
bivalence over  the  sex  role  by  denying  the 
father's  disappointment  and  trying  to  stifle 
her  own  individual  goals  in  order  to  satisfy 
him  and  win  his  approval.  In  the  prepuberty 
period  she  mimicked  mother  in  dress,  man- 
ners, and  customs.  With  puberty,  however, 
came  an  awareness  of  the  disparity  between 
father's  and  mother's  social  patterns  and 
mores.  Heretofore  the  relationship  between 
father  and  daughter  had  been  emotionally 
close,  but  it  was  predicated  not  upon  mutual 
love  alone  but  also  upon  the  daughter's  con- 
formity to  father's  rigid  stereotype  of  the 
well-bred  girl. 

The  period  of  adolescence  brings  with  it 
increased  social  and  physical  drives  and 
greater  opportunity  for  individualism  and 
nonconformity.  Father's  response  to  daugh- 
ter's requests  for  more  freedom  was  us- 
ually unyielding.  It  was  at  this  point  that 
the  daughter  came  to  see  herself  as  a  stereo- 
type of  what  father  felt  she  should  be  rather 
than  as  a  person  with  her  own  unique  talents, 
needs,  and  aspirations. 

Conflict  and  Crisis 
Behavioral     deviations    often    begin     in- 
nocently and  with  mother's  approval.  Dress 
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and  cosmetics  can  be  more  daring  with 
father  awaj'  from  home,  and  curfews  and 
other  social  restrictions  are  temporarily 
lifted,  without  father's  knowledge.  The  pa- 
tient's resentments  creep  in  as  the  double 
standard  becomes  more  pronounced  with  age. 

At  this  point  she  turns  to  mother  as  an 
ally,  but  mother  has  found  her  own  adjust- 
ment to  father's  double  standard  by  with- 
drawing from  him  socially  and  personally. 
She  appears  to  approve  father's  restrictions 
when  in  his  presence,  and  damns  him  with 
faint  praise  in  his  absence.  Resentful  now 
of  mother's  double  standard  of  behavior, 
confused  and  bewildered  by  her  own  role 
strivings,  the  girl  finds  her  allies  in  those 
of  her  peer  group  who  face  similar  conflicts. 
This  leads  her  to  the  rebels  and  outcasts  in 
her  environment.  Staying  out  late,  drinking 
excessively,  attending  forbidden  movies,  and 
assuming  a  truculent  attitude  toward  re- 
ligion becomes  the  order  of  the  day.  The 
parents  unite  in  the  face  of  her  disobedience, 
a  development  which  usually  results  in  esca- 
lation of  the  deviant  behavior. 

As  expectations  and  demands  rise,  tem- 
pers flare  and  steps  are  taken  that  previously 
would  not  have  been  considered.  Father  im- 
poses absolute  restrictions  upon  daughter's 
movements,  which  isolate  her  from  the  peers 
approved  of  by  the  parents ;  she  then  finds 
her  allies  in  males  who  accept  her  for  her- 
self alone. 

At  this  point  the  parents  see  the  situation 
worsening  dramatically;  for  a  boy  who  is 
willing  to  incur  the  displeasure  of  the  par- 
ents of  an  18-year-old  girl  may  have  his 
own  behavioral  difficulties.  Comes  the  day 
of  reckoning,  promiscuity  appears  in  a  way 
that  cannot  be  denied,  and  alcoholism  in- 
creases. Father  responds  with  disgust  and 
rejection ;  mother  retreats  to  her  prayers 
and  isolation,  and  dramatic  stand-off'  takes 
place  within  the  family  structure.  At  this 
point  prejudices  are  overcome  and  referral 
to  a  psychiatrist  is  considered. 

Confrontatio'n  and  Diagnosis 

Next  the  girl  is  interviewed.  She  appears 

tense,  pale,  and  distraught,  and  beneath  her 

facial  mask  smoulders  resentment  and  anger. 

She  readily  admits  to  the  history  of  drinking, 
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Table  1 

Differential  Diagnosis 

Sociopathic 

Personality- 

Pseudosociopathic 

Disorder 

State 

Antisocial 

Appears  early 

Appears     m     late 

behavior 

and  is  frequent 

adolescence  and 
is  sporadic 

Ability  to  trust 

Defective 

Present  but  limit- 
ed 

Conscience 

Defective 

Present  but  effects 
limited 

Remorse 

Defective 

Present  but  limit- 
ed 

Judgment 

Defective 

Present  but  limit- 
ed 

Ability  to 

Poor 

Present  but  Umit- 

tolerate  tension 

ed 

Acceptance  of 

Absent 

Present  but  limit- 

society's code 

ed 

Emotional 

Defective 

Lhnited    but    has 

maturity 

the  potential  for 

growth 

Personal  warmth 

Defective 

Present     but     de- 

and concern 

nied      to     close 

for  others 

family  members 
at  the  time  of 
the  acute  distur- 
bance 

Ability  to  relate 

Defective 

Present 

to  the  psychia- 

trist 

_ 

drugs,  truancy,  late  nights,  promiscuity,  and 
the  absence  of  educational  or  career  goals. 
She  appears  defiant  of  her  parents'  wishes 
and  resigned  to  the  fact  that,  for  the  present, 
she  has  lost  her  freedom.  Anger  toward  the 
psychiatrist  may  be  tempered  with  the 
knowledge  that  he  is  not  necessarily  allied 
with  her  parents  and  that  in  order  for  him 
to  help  her,  she  will  have  to  cooperate  by 
talking  freely  about  her  attitudes,  affects, 
and  experiences.  Cooperation,  however,  is 
usually  strained. 

At  this  point  the  psychiatrist  is  faced  with 
a  diagnostic  dilemma.  If  the  girl's  behavior 
reflects  a  sociopathic  personality  disturbance, 
treatment  will  be  difficult  and  the  out<^ome 
probably  disappointing.  The  diagnosis  of 
antisocial  reaction  (sociopathic  personality 
disoi'der)  is  defined  in  the  American  Psy- 
chiatric Diagnostic  and  Statistical  Manual 
as  follows: 

A  chronically  antisocial  individual  who  is  always 
in  trouble,  profiting  neither  by  experience  nor  punish- 
ment and  maintaining  no  real  loyalties  to  any  per- 


i 


January,  1968 


ADOLESCENT  BEHAVIORAL  PROBLEMS— RECKLESS 


17 


son.  group  or  code.  Such  individuals  are  frequently 
callous  and  hedonistic,  showing  marked  emotional 
immaturity,  lack  of  a  sense  of  responsibility,  lack 
of  judgment  and  an  ability  to  rationalize  their 
behavior  so  that  it  appears  reasonable,  warranted 
and  justified. - 

At  this  point,  hospitalization  on  a  closed 
psychiatric  ward  becomes  almost  mandatory 
in  order  to  understand  the  complex  forces 
at  work  in  the  patient  and  the  family. 

Hospitalization 

Hospitalization  offers  several  benefits.  It 
relieves  the  situation  of  its  crisis  character. 
Initial  confinement  in  a  closed  ward  permits 
the  parents  to  depart  secure  in  the  knowl- 
edge that  the  patient's  behavioral  possibili- 
ties are  restricted,  and  it  gives  them  time  to 
consider  their  own  relationship.  When  they 
return  a  week  or  two  later  there  is  usually 
a  marked  reduction  of  tension  and  anger 
towards  the  daughter  and  a  willingness  to 
consider  her  requests  reasonably  if  approved 
by  the  psychiatrist. 

For  the  patient,  hospitalization  reduces 
the  need  to  conform  to  nonconformity  and 
thereby  releases  psychic  energy  for  more 
productive  therapeutic  activity.  Adequate 
rest,  diet,  and  physical  activity  contribute 
to  a  feeling  of  physical  well-being.  Physical 
examination  and  clinical  investigations  are 
carried  out  to  exclude  or  treat  any  organic 
disorders  that  may  be  present. 

Patients  with  classic  sociopathic  sympto- 
matology occasionally  show  minor  electro- 
encephalographic  abnormalities.  Such  find- 
ings should  always  initiate  a  new  and  de- 
tailed inquiry  into  the  possibility  of  a  family 
history  of  convulsive  disorders  or  a  personal 
history  of  head  injury,  however  slight. 
Lowenbach'^  observed  three  such  cases.  With 
anticonvulsant  medication  the  sociopathic 
behavior  disappeared  completely  in  one  case 
and  was  greatly  reduced  in  the  other  two. 
Psychotropic  drugs  can  be  initiated  if  symp- 
tomatic indications  exist.  The  daily  visits  of 
the  psychiatrist  allow  a  rapport  and  trust 
to  develop,  although  such  a  progression  may 
take  weeks. 

Additional  therapeutic  influences  on  the 
part  of  the  ward  staff  convey  support  and 
clarify  the  patient's  moral  bewilderment.  It 


is  essential  that  the  attitude  of  the  ward  start' 
be  consistent  in  terms  defined  by  the  psychia- 
trist as  to  how  he  wants  the  patient's  interac- 
tions to  be  structured.  There  is  a  certain 
shock  value  to  be  gained  from  seeing  other 
ward  patients  with  more  advanced  psycho- 
pathology.  Although  not  intended,  the  ex- 
perience of  witnessing  patients  in  the  with- 
drawal stages  of  alcoholism  or  in  a  blatant 
schizophrenic  state  can  have  a  sobering  ef- 
fect on  the  youngster.  It  may  make  her 
thankful  for  her  own  less  severe  condition 
if  her  behavior  is  pseudosociopathic. 

While  the  patient  is  in  the  hospital  the 
psychiatrist  has  time  to  study  the  patient 
and  assess  the  diagnosis.  In  the  instances 
cited  the  differential  diagnosis  lies  between 
an  antisocial  reaction  with  a  poor  prognosis, 
or  a  pseudosociopathic  state  for  which,  with 
treatment,  the  prognosis  is  much  better. 

The  differential  points  are  shown  in  the 
accompanying  table. 

Treatment 

If  the  patient  is  a  pseudosociopathic  prob- 
lem as  defined  in  the  composite  clinical  case 
outlined  above,  treatment  will  be  an  in- 
dividual matter  between  the  psychiatrist  and 
a  particular  patient.  My  own  method  is  a 
combination  of  individual  and  milieu  treat- 
ment during  hospitalization.  Outpatient  care 
usually  involves  separation  of  the  patient 
from  the  parents  by  having  the  patient  set- 
tle in  an  apartment  and  find  employment 
away  from  home.  For  college  girls  this  may 
involve  work  as  a  waitress  first,  followed 
later  by  a  career  choice  more  suitable  to 
her  abilities. 

Group  therapy  forms  an  important  addi- 
tional therapeutic  mode,  for  the  patient  be- 
ing treated  with  other  adolescents  having  the 
same  problem  finds  support  and  acceptance 
and  is  less  able  to  rationalize  her  antisocial 
behavior. 

After  the  introductory  phase  of  psycho- 
therapy, the  group  experience  becomes  the 
preferred  and  dominant  method  of  treat- 
ment, with  concomitant  individual  sessions 
as  needed.  While  the  group  method  is  used 
for  the  patient's  benefit,  the  therapist  also 
benefits  by  being  able  to  treat  more  patients 
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comfortably  at  one  time,  since  others  in  the 
group  assist  in  modifyinj?  the  behavior  of 
an  individual  patient.  Therapy,  though  dif- 
ficult and  stormy,  has  a  better  chance  to 
succeed  under  these  circumstances.  The  ini- 
tial friendships  formed  reflect  the  low  self- 
esteem  of  the  patients,  for  in  the  early  stages 
of  treatment  they  can  still  mix  only  with 
the  less  fortunate  members  of  society.  With 
increasing  self-confidence,  they  show  more 
discrimination  in  their  selection  of  peers. 
The  antisocial  behavior  fluctuates  and  then 
falls  away. 

A  changed  attitude  toward  themselves  is 
usually  reflected  in  the  interaction  with 
parents ;  this  leads  to  re-establishment  of  the 
daughter-parent  relationship  but  on  a  less 
neurotic  basis.  Some  patients  do  fail  to  bene- 
fit from  such  treatment,  as  they  do  in  any 
psychotherapeutic  program,  but  at  least  they 
have  the  chance ;  and  sometimes  a  trial  of 
treatment  is  the  one  way  by  which  a  dis- 
tinction can  be  made  between  the  true 
sociopathic  and  the  pseudosociopathic  per- 
sonalities. If  left  untreated,  the  pseudosocio- 
pathic adolescent  girl  may  deteriorate  to  the 


point  that  her  behavior  is  indistinguishable 
from  that  of  the  true  sociopath,  and  the 
possibilities  for  reversal  are  more  remote. 
Unwanted  pregnancy  or  a  narcotics  convic- 
tion places  a  mark  that  is  not  easily  for- 
gotten and  may  restrict  social  rehabilitation. 
Hopefully,  treatment  would  make  either  of 
these  less  likely  to  occur. 

Slim  ma)' ji 

This  paper  outlines  a  difficult  diagnostic 
problem — namely,  the  differentiation  of  the 
sociopathic  (psychopathic)  reaction  from 
the  pseudosociopathic  reaction  in  adolescent 
girls.  It  defines,  in  narrative  style,  some  of 
the  common  characteristics  culled  from  six 
of  the  author's  case  records,  and  makes  a 
plea  for  an  attempt  at  therapy  in  patients 
and  families  with  apparently  severe  be- 
havioral disorders. 
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Mr.  Pot,  in  his  surgical  observations,  mentions  a  disease  which  he  calls  the  chimney- 
sweeper's cancer,  as  it  is  almost  peculiar  to  that  unhappy  set  of  people.  This  he  attributes 
to  neglect  of  cleanliness,  and  with  great  .justice.  I  am  convinced,  if  that  part  of  the  body 
which  is  the  seat  of  this  cruel  disease  was  kept  clean  by  frequent  washing,  it  would  never 
happen.— William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure 
of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Philadelphia,  Richard  Folwell,  1799, 
p.  82. 
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Report    on   the   Summary   Session   of  the   1967    International 

Conference   on   Abortion 

Herbert  E.  Bill,  M.D.* 


"Sunshine  is  the  best  disinfectant." 

This  statement,  attributed  to  Justice 
Brandeis  when  he  was  on  the  Supreme  Court, 
was  quoted  by  Ambassador  Arthur  J.  Gold- 
berg, United  States  Representative  to  the 
United  Nations.  The  latter  gave  the  closing 
address  of  the  International  Conference  on 
Abortion,  sponsored  in  Washington,  D.  C.  by 
the  Harvard  Divinity  School  and  the  Joseph 
P.  Kennedy,  Jr.  Foundation,  Sept.  6-8, 
1967.  Ambassador  Goldberg  used  the  quo- 
tation to  express  his  estimate  of  the  achieve- 
ment of  the  meeting;  the  implication  being 
that  the  chief  accomplishment  had  been  to 
expose  the  many  complicated  and  interre- 
lated problems  connected  with  abortion  to 
the  light  of  publicity. 

The  conference  left  no  doubt  that  abor- 
tion would  surely  be  a  topic  of  wide  and 
open  discussion  in  days  to  come  and  a  mat- 
ter which  will  have  to  be  reckoned  with  in 
the  future.  Beyond  that,  the  Ambassador's 
evaluation  must  certainly  have  seemed  to 
most  of  the  attendants  at  the  last  days'  sum- 
marizing sessions  to  describe  the  particular 
value  of  the  meeting.  It  certainly  did  not  de- 
velop any  important  agreement  regarding 
the  advisability  of  action  or  of  change. 

The  only  positive  conclusion  which  could 
be  read  into  all  the  discourse  was  stated  by 
Mrs.  Eunice  Kennedy  Schriver,  executive 
vice  president  of  the  Joseph  P.  Kennedy,  Jr. 
Foundation,  to  the  effect  that  there  was  gen- 
eral recognition  of  the  necessity  to  accumu- 
late a  lot  more  information  on  the  subject. 

There  was  otherwise,  in  fact  and  to  the 
end,  tremendous  disagreement  among  those 
"experts"  on  each  of  the  five  groups,  or 
panels,  among  which  the  previous  two  days' 
discussions  had  been  divided :  Social  Scien- 
ces, Medicine,  Ethics,  Law,  and  Representa- 
tives at  Large. 

^-Obstetric  Consultant.  North  Carolina  Slate  Board  of 
Health,   Raleigh. 
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The  conference  brought  together  in  each 
group  a  remarkable  gathering  of  authorities, 
most  of  them  recognized  nationally  or  inter- 
nationally in  their  own  fields,  inclding  some 
from  abroad. 

This  article  is  based  on  the  proceedings  of 
the  final  day  of  the  conference  when,  dur- 
ing the  morning,  spokesmen  reviewed  the 
deliberations  of  each  group.  Because  of  the 
predictable  future  interest  in  the  subject,  it 
might  be  worth  while  to  review,  for  those 
concerned  with  the  problem  in  general,  the 
major  topics  and  points  of  agreement  and 
disagreement  which  were  brought  up  by 
each  group,  rather  than  to  report  the  in- 
dividual speeches. 

Group   Deliberations 
Social  Science 

The  social  scientists  were  concerned  with 
community  problems  which  arise  from  il- 
legal abortions  and  which  might  be  relieved 
by  more  liberal  legal  abortions. 

They  reported  extreme  variation  in  the 
estimated  number  of  illegal  abortions  done 
each  year  in  the  United  States;  the  range 
being  from  250,000  to  over  a  million.  They 
did,  however,  seem  to  agree  that  the  majority 
of  criminal  abortions  in  the  United  States 
are  done  on  married  women  who  already 
have  children. 

The  social  scientists  evidently  agreed  on 
the  seriousness  of  the  problems  of  extra  and 
unwanted  children,  of  congenitally  handi- 
capped children,  and  of  illegitimate  children, 
particularly  those  involving  women  already 
on  welfare.  The  resulting  disturbance  of 
family  life  was  stressed  as  was  the  contribu- 
tion of  such  extra  and  unwanted  children  to 
the  repetition  of  a  life  cycle  of  indolence, 
ignorance,  and  destitution.  The  taxpayer's 
tremendous  cost  of  caring  for  these  situa- 
tions was,  of  course,  implied. 

The  idea  of  abortion  as  a  second  line  of 
defense — after     contraception — against    the 


20 


NORTH  CAROLINA  MEDICAL  JOURNAL 


January,  1968 


population  explosion  was  mentioned,  citing 
its  use  to  control  the  rate  of  reproduction  in 
Japan,  Scandinavia,  and  the  Communist 
countries.  The  concept  of  the  relative  safety 
of  legal  as  opposed  to  illegal  abortions  was 
introduced  and  its  use  as  a  public  health 
measure  was  suggested. 

Medicine 

The  physicians,  on  the  other  hand,  were 
primarily  interested  in  the  individual;  the 
effects  on  separate  persons  of  the  situations 
referred  to  above  and  of  abortion  itself, 
legal  and  illegal. 

They  admitted  that  "ethical"  doctors  in 
this  country  had  for  years  been  doing  some- 
thing like  an  estimated  10,000  "therapeutic" 
abortions  annually,  and  that  in  some,  per- 
haps many  of  these  patients,  the  pregnancy 
did  not  actually  meet  the  usual  legal  re- 
quirement; namely,  that  its  continuation 
would  cause  the  death  of  the  mother.  That 
physicians  differed  tremendously  in  their 
attitudes  toward  this  phase  of  practice  was 
very  evident. 

There  was  apparent  agreement  that  the 
risk  to  the  mother's  life  of  those  properly 
done  "therapeutic"  abortions,  although  un- 
certain, was  in  itself  minimal.  On  the  other 
hand,  the  impression  was  left  that  fatalities 
with  criminal  abortions  had  been  consider- 
ably fewer  than  often  claimed. 

The  medical  expectation  was  also  an- 
nounced that  before  long  it  would  be  pos- 
sible to  determine  whether  or  not  an  embryo 
still  in  the  uterus  was  defective.  It  was  ad- 
mitted, however,  that  this  advance  knowl- 
edge might  not  indicate  the  severity  of  the 
abnormality.  At  the  present  time  odds  of 
only  1  out  of  2  or  4  or  even  15  could  be 
quoted  in  regard  to  the  chances  of  fetal  ab- 
normality in  various  circumstances.  Abor- 
tion at  such  odds  would  mean  that  from  1 
to  14  healthy  embryos  would  be  destroyed  for 
each  actual  abnormal  child  whose  birth  was 
prevented. 

It  could  be  inferred,  from  the  testimony 
of  the  physicians,  that  the  advisability  of 
abortion  would,  in  any  event,  be  a  very  in- 
dividual problem,  depending  on  many  fac- 
tors and  that  the  conscientious  doctor  in- 
vestigates and  weighs  all  of  those  factors  in 


the  total  and  particular  picture  before  arriv- 
ing at  a  recommendation. 

Ethioi 

The  session  on  ethics  was  concerned  with 
the  morals  or  principles  involved. 

There  seemed  to  be  agreement  that  a  hu- 
man life  begins  with  the  initial  union  of 
sperm  and  ovum  and  that  such  a  life  de- 
serves reverence.  There  was  no  unanimity, 
however,  regarding  the  time  at  which  termi- 
nation of  that  life  would  be  infanticide  in- 
stead of  abortion  and  whether  or  not  such 
a  distinction  was  justified  at  all.  One  ob- 
servation, perhaps  significant,  is  that  the  dif- 
ference of  opinion  did  not  strictly  seem  to 
follow  religious  or  denominational  lines. 

Further  problems  brought  up  concerned 
the  rights  of  an  embryo  to  birth  and  thus 
to  subsequent  life  and  to  what  extent  he  had 
a  right  to  be  or  not  to  be  born  if  he  was  to 
be  an  unwanted  child.  There  was  no  firm 
decision  in  regard  to  those  questions  nor  to 
the  claim  that  a  woman  had  an  independent, 
inalienable  right  to  decide  by  herself  whether 
or  not  she  would  carry  any  particular  preg- 
nancy thi'ough  to  a  live  delivery  and  partic- 
ularly if  that  pregnancy  represented  a  fail- 
ure of  one  or  another  method  of  contracep- 
tion. 

Line 

The  lawyers,  of  course,  were  interested  in 
how  and  to  what  degree  the  induction  of 
abortion  should  be  controlled  by  processes 
of  law,  enforced  by  punishment  which  neces- 
sarily involves  the  threat  or  actual  use  of 
police  force. 

The  possibility  of  legally  required  abor- 
tion was  brought  up ;  for  example,  of  a 
pregnancy  which  might  have  or  might  trans- 
mit hereditary  disease.  This  gave  rise  to 
concern  about  the  risk  of  misuse  of  the 
authority  to  allow  or  to  order  the  artificial 
termination  of  a  pregnancy.  It  was  stressed 
that  without  legal  protection,  for  instance, 
individuals  might  undergo  abortion  although 
such  a  procedure  might  be  against  their 
wishes  or  not  really  in  their  best  interests. 

Among  the  representatives  of  the  legal 
profession  there  were,  however,  diametric- 
ally  opposed   opinions   as   to   their   part   in 
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the  matter.  One,  at  least,  apparently  felt 
that  the  entire  problem  of  determining 
whether  and  for  whom  abortions  should  be 
done  ought  to  be  left  entirely  to  physicians. 
Another  one  or  more  believed  that  such 
authority  over  survival  of  human  embryos 
would  have  to  be  closely  specified  by  law  and 
subject  to  "due  process." 

RepresentativeH-at-larfie 

The  representatives  -  at  -  large  included 
prominent  ofiicei-s  of  private  special  purpose 
organizations  such  as  the  Catholic  Lawyei's' 
Guild,  the  Catholic  Conference  Family  Life 
Bureau,  the  National  Council  of  Negro 
Women,  the  Population  Council,  the  sponsor- 
ing Joseph  P.  Kennedy,  Jr.  Foundation,  and 
the  National  Urban  League,  Inc. ;  officers  of 
well  known  institutions  of  higher  education 
and  of  governmental  bodies ;  personnel  of 
the  news  media  such  as  Frank  McGee  of  the 
National  Broadcasting  Company,  who  acted 
as  moderator  of  the  summary  sessions.  Their 
remarks  manifested  recognition  of  the  many 
problems  of  abortion  and  of  its  complicated 
ramifications ;  reflected  no  more  unanimity 
in  regard  to  advisable  change ;  and  presented 
some  points  of  view  peculiar  to  the  special 
interests  which  they  represented.  A  news- 
paper publisher,  for  instance,  pointed  out  the 
influence  which  the  fear  of  publicity  might 
have  on  individuals  considering  abortions 
should  their  more  liberal  indications  be 
legalized.  He  implied  that  the  newspaper 
publishing  business  could  prevent  the  em- 
barrassment of  notoriety,  through  their  own 
internal  regulations,  by  not  printing  names 
in  this  connection.  They  have  done  this 
successfully,  the  spokesman  pointed  out,  in 
connection  with  minor  crimes  by  individuals 
under  18  years  of  age. 

Afte)noo)t    Question   Period 

So  much  for  this  superficial  review  of  the 
reported  deliberations  of  the  separate  dis- 
cussion groups.  Other  aspects  of  the  problem 
of  abortion  involving  several  points  of  in- 
equality were  discussed  in  the  afternoon 
question  period. 

Herself  a  "wife  and  mother,"  and  now 
quite  surely  of  an  age  which  would  offer  lit- 


tle possibility  of  bearing  more  children 
(someone  referred  to  the  age  at  which 
women  became  "unbearable"),  one  welfare 
worker  felt  that  the  father's  responsibility 
was  being  overlooked.  She  said  facetiously 
that  she  yearned  for  the  day  when  science 
could  make  the  male  face  the  choice  between 
an  unwanted  pregnancy  and  an  abortion. 

It  was  brought  out  several  times  that 
private,  i.e.  paying,  patients  have  for  some 
time,  at  least  in  many  hospitals,  been  able 
to  get  "therapeutic"  abortions  while  a  much 
smaller  number  were  performed  on  eco- 
nomically disadvantaged  women.  Figures 
quoted  for  New  York  City  purported  to  show 
a  ratio  in  the  neighborhood  of  9  to  1. 

Two  conclusions  were  drawn :  that  women 
of  means  could  get  safe  abortions  when  they 
wanted  them  while  poor  women  (1)  could 
not,  or  (2)  had  to  get  them  illegally  and 
less  safely.  The  frequent  demand  of  the 
criminal  abortionist  for  preliminary  pay- 
ment of  a  large  fee  was,  incidentally,  not 
mentioned.  One  obstetrician  suggested  that 
this  inequality  could  be  corrected  by  dis- 
allowing any  charge  for  legally  performing 
an  abortion.  Another  obstetrician  held  that 
the  medical  profession  could  handle  the  mat- 
ter satisfactorily  and  equitably.  He  an- 
nounced that  welfare  patients  in  his  large 
and  eminent  hospital  had  been  getting  thera- 
peutic abortions,  as  it  was,  on  the  same 
basis  as  the  private  patients  and  relatively 
just  as  often. 

The  problem  of  welfare  patients  directly 
leads  to  the  question  of  race  in  regard  to 
abortion.  Here  arose  another  inequality  with 
incongruous  interpretations.  Speakers  rep- 
resenting public  welfare  bitterly  complained, 
on  the  one  hand,  that  under  the  present  sys- 
tem Negroes  could  rarely  get  legal  abortions 
although  needing  and  deserving  them,  if 
anything,  more  than  whites.  On  the  other 
hand,  the  new  laws  liberalizing  abortion 
were  condemned  as  a  subterfuge  to  legalize 
the  extermination  of  Negroes. 

The  Negro  panelist  on  the  "Ethics"  group 
brought  some  humor  to  the  proceedings  when 
he  referred  to  the  corollary  of  the  latter  con- 
cept, while  not  advocating  it,  as  the  "rabbit 
philosophy" : 
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"A  pair  of  rabbits  was  cornered  by  a  couple  of 
dogs  in  a  safe  spot  underneath  a  barn.  The  female 
asked  in  desperation.  'What  do  we  do  now'?'  The 
male  announced  at  once.  'We'll  just  stay  here  until 
we  outnumber  the  dogs!'  " 

Discussio)t  and  Critique 
These  inequalities  in  relation  to  abortion, 
particularly  the  disagreements  and  incon- 
gruities brought  out  in  their  interpretation, 
further  highlight  the  complexity  and  con- 
troversy connected  with  the  problem.  From 
still  another  point  of  view,  several  aspects 
of  the  conference  might  be  criticized. 

Blurred  lines  of  disti))ctioii 

As  so  often  seems  to  happen  when  the 
problem  of  abortion  is  discussed,  the  dis- 
tinction between  therapeutic  abortion  and 
"abortion  on  demand"  was  seldom  kept  clear. 
The  two,  in  a  sense,  comprise  entirely  dif- 
ferent subjects. 

One  got  the  impression  that,  on  the  whole, 
abortion  to  avoid  real  risk  to  the  mother's 
health,  physical  or  mental ;  to  terminate 
pregnancy  resulting  from  rape  or  incest,  and 
probably  to  prevent  the  birth  of  a  predictably 
seriously  defective  child,  would  have  been 
sanctioned  by  many  if  not  most  of  the  panel- 
ists. 

One  also  got  the  impression  that  some  of 
the  panelists,  when  they  talked  about  the 
problem,  were  actually  looking  forward  to  a 
time  when  every  woman,  single  or  married, 
could  legally  get  an  early,  professionally  per- 
formed abortion  whenever,  for  any  reason 
at  all  (or  even  without  any  reason),  she  felt 
that  she  did  not  want  to  produce  another 
child. 

It  was  sometimes  difficult  to  tell  who  was 
talking  from  which  of  these  points  of  view. 
The  lines  of  discussion  would  have  been  kept 
clearer  for  the  audience  had  the  distinction 
between  "therapeutic  abortion"  and  "abor- 
tion on  demand"  been  more  constantly  spe- 
cified. 
Emotional  interpretations 

As  also  so  often  happens  in  connection 
with  the  problem  of  abortion,  the  discus- 
sion seemed  to  get  mixed  up  with  the  emo- 
tions. It  is  a  topic  which  seems  to  invite 
"fixed  ideas."  One  could  suspect  that  some 
panelists,  instead  of  reasoning,  were  agitat- 


ing for  predetermined  and  deeply  felt  con- 
victions. For  instance,  the  white  speaker  who 
referred  to  legalized  abortion  as  a  step  to- 
ward genocide  of  the  Negro  population 
seemed  to  be  appealing  to  passon  rather  than 
reason.  He  apparently  overlooked  the  in- 
congruity of  the  claim  that  Negroes  are  be- 
ing unfairly  treated  because  it  is  at  present 
more  difficult  for  them  to  obtain  legal  abor- 
tions than  for  whites.  He  also  overlooked 
the  widespread  and  often  unrecognized  or 
unrecompensed  work  of  white  physicians, 
nurses,  and  public  health  authorities  to  en- 
sure safe  childbirth  to  indigent  Negroes.  Nor 
did  he  I'efer  to  the  equally  widespread  poor 
personal  hygiene,  lack  of  sanitation,  and 
lethargy  toward  matters  of  health  which 
have  made  that  work  so  much  more  difficult 
and  which  call  for  the  vigorous  but  often 
absent  assistance  of  the  more  affluent  and 
better  educated  Negroes. 

One  could,  for  that  matter,  object  to  the 
sentimental  appeal  of  the  five  skits  or  vignet- 
tes which  were  presented  by  "readers"  in  the 
afternoon  of  that  final  day  of  the  confer- 
ence. These  playlets — in  a  very  interesting 
manner,  to  be  sure — dramatized  various  sit- 
uations which  have  or  might  have  involved 
a  question  of  abortion.  They  seemed,  how- 
ever, a  little  out  of  place  after  the  morning's 
exercise  had  emphasized  the  need  of  more 
scientific  investigation  and  sober  objective 
analysis. 

Statistical  mirage 

Again  as  so  often  happens,  the  real  signi- 
ficance of  precentage  rates  was  sometimes 
overlooked  when  statistical  evidence  was 
cited.  One  could  easily  have  gotten  the  im- 
pression, for  instance,  that  the  9  to  1  re- 
lationship of  private  patient  to  indigent  pa- 
tient abortions  was  a  common  example  of 
inequality.  There  was  some  room  for  doubt 
as  to  whether  the  ratio  represented  the  num- 
ber of  therapeutic  abortions  actually  done 
on  white  as  opposed  to  nonwhite  patients,  or 
the  proportionate  frequency  of  therapeutic 
abortion  among  all  white  and  Negro  women, 
among  white  and  Negro  women  of  fertile 
age  only,  or  in  relation  to  the  number  of 
white  and  Negro  births.  Calculated  on  each 
of  these  bases,  the  meaning  of  the  figures 
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will  be  somewhat  difterent ;  but  in  any  event 
they  refer  to  only  a  very  small  actual  in- 
cidence. Although  there  was  inequality  be- 
tween the  races,  the  segment  of  the  popula- 
tion involved  was  small.  Judged  by  the  ac- 
tual numbers  of  people  affected,  this  in- 
equality was  pragmatically  not  much  of  a 
problem. 

Significant  omissions 

One  could  also  object  to  the  repeated  re- 
ferrals, all  evidently  intended  to  be  favor- 
able, to  the  experience  with  "abortion  on  de- 
mand" in  Hungary,  Romania,  Czechoslovakia 
and  Japan,  when  the  situation  in  Sweden, 
for  instance,  was  not  given  prominence.  In 
the  former  countries  the  quoted  frequencies, 
evidently  of  abortion  on  demand,  were  tre- 
mendous— some  even  exceeding  the  number 
of  births — but  very  little,  if  any,  mention 
was  made  of  the  marked  reduction  over  the 
years  in  the  abortion  rate  in  Sweden.  In 
recent  years  that  country  has  had  only  about 
3  legal  abortions  to  100  live  births. ^ 

Neither  was  any  reference  made  to  the 
Swedish  survey  in  1951-1952  of  women  who 
had  had  abortions  22  to  30  months  before. 
The  monumental  report  of  this  study 
covered  500  legal  abortions  on  "ward"  pa- 
tients in  1949-1950,  in  Sabbatsberg  Hospital. 
Stockholm.  Private  patients  were  excluded. 
Except  for  only  six  instances  in  which  the 
abortion  was  done  for  strictly  medical  as 
opposed  to  psychiatric  or  psychiatric  and 
socioeconomic  reasons,  those  500  cases  were 
consecutive.  Analysis  of  the  material  was 
complicated  and  statististical  significance 
doubtful  because  the  study  included  psychia- 
tric disturbances  of  various  types,  duration 
and  severity  in  patients  of  whom  some  would 
probably  have  been  disturbed  or  unhappy 
had  the  pregnancy  been  allowed  to  go  to 
term. 

The  author  felt  that  "it  is  seldom  that  un- 
desirable psychic  sequelae  are  so  serious 
that  they  may  be  described  as  morbid  or 
that  they  adversely  affect  the  woman's  work- 
ing capacity."  His  conclusion,  however,  was : 
"It  is  obvious  that  a  legal  abortion  entails 
feelings  of  guilt  and  self-reproach  in  many 
women. "-' 

Sweden's   requirement  of   unanimous  ap- 


proval by  several  physicians  or  a  special 
governmental  board  was  not  emphasized  at 
the  conference.  Nor  was  much  said,  on  the 
last  day  of  summarizing  at  least,  about  one 
Swedish  category  of  legal  abortion  which 
comprises  a  considerable  proportion  of  the 
total.  This  grouping — which  would  surely 
appeal  to  many  of  the  social  scientists  and 
welfare  people  in  this  country — could  reason- 
ably constitute  a  distinct  and  timely  problem 
for  consideration  in  America.  It  is  known  as 
the  "tired  mother  syndrome,"  and  it  takes 
into  account  the  woman's  socioeconomic  sit- 
uation and  the  amount  of  help  she  can  ex- 
pect in  caring  for  her  family  as  well  as  con- 
sidering her  own  health.^ 

Norman  St.  John  Stevas,  a  Conservative 
member  of  the  British  Parliament,  advised 
us  in  this  country  to  move  with  caution  in  re- 
gard to  changes  in  the  handling  of  abortion. 
In  taking  that  advice  it  might  seem  to  be 
wiser  to  study  in  detail  the  longer  experien- 
ces of  the  more  socially  or  culturally  similar 
Scandinavian  countries. 

Finally,  it  seems  peculiar  that  nothing  was 
said  in  the  last  day's  review  about  some  very 
pertinent  experiences. 

Nearly  every  father  has  been  exposed  to 
the  changes  which  pregnancy  produces  in 
his  wife.  He  can  usually  recall  that,  particu- 
larly in  the  early  months  when  abortion  is 
least  hazardous,  she  was  inclined  to  emo- 
tional instability,  and  that  on  occasion  he 
may  have  questioned  the  reliability  of  her 
reasoning.  He  could,  besides,  anticipate  at 
times  an  unusual  vehemence  in  her  respon- 
ses. What  she  desired  one  week  she  may 
have  detested  with  equal  intensity  the  next, 
and  this  might  have  included  her  attitude 
toward  the  then  existing  pregnancy.  Every 
obstetrician  of  any  experience,  moreover,  is 
familiar  with  the  woman  who.  when  the 
diagnosis  of  pregnancy  is  first  suggested, 
insists  that  she  "simply  can't  and  won't  go 
through  with  it."  There  are  always  many 
reasons  given  and  sometimes  other  reasons 
to  suspect. 

One  of  those  other  reasons,  something  very 
real  and  not  just  a  matter  of  emotional  in- 
stability, was  not  mentioned  at  the  meeting. 
That  is  the  fact — or  even  just  the  possibil- 
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ity — that  the  husband  is  not  the  progenitoi- 
of  a  particular  pregnancy.  Every  obstetri- 
cian probably  has  heard  this  from  a  dis- 
turbed patient  at  least  once  and  wondered 
occasionally  if  it  might  not  be  an  unreported 
factor  in  other  cases.  To  talk  about  this  pos- 
sibility openly  may  offend  some  people,  but 
it  should  be  remembered  that  in  strict 
truth,  "although  maternity  is  a  matter  of 
fact,  paternity  is  problematical."  While  de- 
crying the  situation  of  the  unwanted  child, 
no  one  questioned  the  ethics  of  performing 
an  abortion  on  the  occasional  married  woman 
who  might  fear,  but  who  might  or  might 
not  dare  to  admit,  that  the  pregnancy  could 
have  been  sired  out  of  wedlock. 

Every  obstetrician,  however,  knows  that 
no  matter  how  insistent  on  early  termina- 
tion of  pregnancy  many  women  may  be,  it 
is  an  extremely  rare  instance  in  which  they 
do  not  settle  down,  if  treated  with  sympa- 
thetic firmness,  to  adjust  to  the  situation. 
In  the  absence  of  compelling  medical  indica- 
tions and  legal  sanctions  for  abortion  on  de- 
mand, most  "normal"  women  whom  the 
obstetrician  sees  come  to  accept  the  inevita- 
bility of  carrying  the  pregnancy  through  and 
usually,  in  the  end,  seem  pleased  with  the 
baby. 

Every  "old"  obstetrician,  moreover,  will 
be  able  to  recall  many  a  family  for  whom 
another  pregnancy  seemed  at  first  to  be  ut- 
ter tragedy  but  which  did  manage,  some- 
how, to  meet  the  requirements  of  one  more 
child  and  do  it,  from  the  family  point  of 
view,  cheerfully  and  successfully.  He  will 
remember,  too,  women  who  kept  their  illegi- 
timate children  and  brought  them  up  with 
love  by  themselves  or  with  subsequent  legal 
husbands  who  gave  those  children  good 
family  backgrounds. 

Finally,  that  "old"  obstetrician  also  can 
no  doubt  recollect  the  lasting  remorse,  us- 
ually unspoken,  and  ti'oubled  consicence 
which  some  thoroughly  "normal"  women  can 
have  following  an  induced  abortion,  even 
of  a  legitimate  pregnancy  terminated  in  a 
first  rate  hospital.  He  sees  it  as  valid  to 
wonder  how  the  young  woman  whose  mar- 
riage produces  no  children  will  feel  if  she 
has  previously  had  an  illegitimate  pregnancy 


aborted.  Or  how  about  the  mother  of  a  child 
that  dies  who  had  previously  had  another 
unwanted  pregnancy  terminated?  Or  the 
"worldly"  young  woman  who  permits  an 
abortion  only  to  have  childhood  religion  re- 
vive with  real  devoutness  in  advancing  age. 
\\'hat  will  these  things  do  to  their  peace 
of  mind  in  later  life?  One  thing  for  sure, 
the  desire  for  children  is  deeply  embedded 
in  the  female  emotional  apparatus,  but  noth- 
ing much  was  said  about  how  it  can  do 
peculiar  things  in  unexpected  individuals 
and  at  unanticipated  times. 

Summanj 

This  report  has  intended  to  cover  the 
salient  points  brought  out  by  the  Interna- 
tional Conference  on  Abortion,  to  hazard 
some  criticism  of  various  features  and  to 
call  attention  to  some  pertinent  omissions. 
Its  main  purpose  has  been  to  publicize  the 
attention  which  the  International  Conference 
on  Abortion  called,  at  the  national  level,  to 
this  controversial  matter  and  to  summarize 
the  deliberations  until  the  proposed  publica- 
tion of  the  proceedings. 

Perhaps  the  most  meaningful  synopsis 
of  the  problem  for  the  general  public  would 
be  to  list  the  distinguishable  reasons  or 
circumstances  for  which  someone  advocated 
or  might  advocate  abortion : 

1.  Risk  to  the  mother,  physical  or  mental. 

2.  Risk  of  giving  bii'th  to  an  abnormal 
child. 

3.  Pregnancy  resulting  from  rape  or  in- 
cest. 

4.  To  avoid  the  health  hazards  of  illegal 
abortion. 

5.  The  "tired  mother  syndrome." 

6.  Parents'   economic,   social,  or  medical 
inability  to  support  another  child. 

7.  To  avoid  perpetuation  of  the  cycle  of 
family   irresponsibility. 

8.  As  an  eugenic  procedure  to  eliminate 
hereditary  diseases. 

9.  As  a  form  of  population  control. 

10.  As  a  cure  for  illegitimacy. 

11.  When  the  identity  of  the  father  is  un- 
certain or  other  than  the  husband. 

12.  When  the  child  will  be  predictably  un- 
wanted. 

13.  In  the  case  of  failed  contraception. 
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14.    On   demand   alone — when   the  woman 
simply  does  not  desire  to  continue  the 
pregnancy. 
The  weight  of  any  one  or  of  any  combi- 
nation of  those  reasons  must,  from  a  purely 
pragmatic   point  of  view ;   at  the   moment, 
that  is,   disregarding  any  ethical,   religious 
or  moral  implications ;  be  balanced,  in  each 
individual  case,  against  at  least  the  follow- 
ing seven  factors : 

1.  The  mother's  desire  for  children,  for 
this  pregnancy  in  particular,  and  the 
emotional  intensity  of  that  desire. 

2.  The  life  aspirations  of  both  parents 
regarding  offspring  and  their  off- 
spring's future:  the  clarity  and  the 
firmness  with  which  those  aspirations 
are  held. 

3.  The  possible  opposition  of  the  hus- 
band (and  or  father)  and  the  poten- 
tial significance  of  that  opposition. 

4.  The  possible  long-range  effects  of  fu- 
ture loss  or  damage  to  already  living 
children  or  of  subsequent  infertility. 

5.  The  estimated  risk  of  subsequent  re- 
morse or  of  significant  problems  of 
conscience. 

6.  The  chance  that  the  pregnancy,  the 
abortion  of  which  is  being  considered, 
might  turn  out,  after  all,  to  produce 
a  valuable  or  at  least  wanted  addition 
to  society. 

7.  The  chance  that  the  mother  or  the 
father  or  both  now  desiring  abortion 
would  be  able  later  to  adjust  to  the 
demands  of  an  illegitimate  child  or  of 
an  enlarged  family  and  might  come 
to  want  the  currently  unwanted  child. 

Conclusion 

The  conference  demonstrated  the  com- 
plexity of  the  problem  of  abortion  and  the 
fact  that  it  is  still  thoroughly  controversial. 

There  are  forces  abroad  in  the  land  which 
will  not  be  satisfied  until  abortion  is  avail- 
able to  every  woman  on  her  personal  demand. 

There  are  other  forces  which  will  be 
against  abortion  under  any  circumstances. 

Every  citizen  may,  before  too  long,  have 
to  decide  how  he  stands  on  the  subject — at 
either   of  the  extremes   or,   if   in   between. 


favoring  which  of  the  listed  possible  reasons 
for  abortion. 

In  any  event,  if  human  values  are  not  to 
be  violated,  the  decision  ought  to  be  made  in 
each  individual  case,  according  to  its  own 
particular  circumstances,  by  especially  quali- 
fied individuals  who  recognize  their  respon- 
sibilities as  well  as  their  mortal  limitations. 
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Radioisotopes  in  Clinical  Medicine 

RENAL  SCANNING 

C.  Douglas  Maynard,  M.D.* 

Renal  scanning  was  first  introduced  by 
McAfee  and  Wagner  in  I960,'  and  although 
it  is  widely  employed,  it  has  not  achieved 
an  important  position  in  the  evaluation  of 
patients  with  renal  disease.  This  is  most 
likely  related  to  the  many  simple  and  val- 
uable radiographic  procedures  available, 
such  as  intravenous  pyelography,  nephroto- 
mography, and  retrograde  pyelography.  The 
renal  scan  is  of  some  limited  value,  however, 
in  the  diagnostic  work-up  of  patients  with 
renal  disease. 

Principle 

Mercurial  diuretics  which  are  taken  up 
in  the  renal  tubular  cells  can  be  tagged  with 
radiomercury,  and  an  adequate  depiction  of 
the  renal  tubular  mass  can  be  made  by 
scintillation  scanning.  The  radiomercury 
compounds  remain  in  the  kidney  for  a  suf- 
ficient time  to  complete  a  scan  with  approxi- 
mately &&[/  of  the  administered  dose  being 
recovered  in  the  urine  in  the  first  24  hours. 
Radioph  arm  aceutica  Is 

The  most  commonly  employed  radio- 
pharmaceuticals are  chlormerodrin  mercury- 
197  and  chlormerodrin  mercury-203.  Both 
compounds  are  commercially  available  in 
precalibrated  sterile  solutions  ready  for  in- 
jection. Mercury-197  chlormerodrin  is  pres- 


*James  Picker  Scholar  in  Radiologic  Research,  Depart- 
ment of  Radiology,  The  Bowman  Gray  School  of  Medicine 
of  Wake  Forest  University,  Winston-Salem,  North  Carolina 
27103. 

Seventh  in  a  series  of  articles. 


26 


NORTH  CAROLINA  MEDICAL  JOURNAL 


January,  1968        1 


Fig.   1.    Normal  renal  scan. 

ently  the  agent  of  choice  because  its  short 
physical  half-life  (2.6  days)  gives  consider- 
ably less  radiation  to  the  patient  than  does 
merciiry-203  chlormerodrin  (45.7  days). 
Other  radio-compounds  such  as  technetium- 
99m  iron  complex  and  technetium-99m  (V) 
— citrate  complex  are  also  excreted  by  the 
renal  tubules  and  have  been  used  by  large 
medical  centers  for  renal  scanning.  These 
compounds  require  the  facilities  for  local 
compound  production  and  are  not  practical 
for  most  institutions. 

Patient  Pieparatioii 
No  preparation  of  the  patient  is  necessary 
for  a  renal  scan.  If  a  radioisotope  renogram 
(to  be  discussed  in  next  month's  JOURNAL) 
is  anticipated,  it  should  be  done  prior  to  the 
scan,  since  approximately  WYf  of  the  radio- 
mercury  chlormerodrin  will  remain  in  the 
renal  cortex  for  the  physical  half-life  of  the 
isotope  and  will  interfere  with  the  perform- 
ance of  the  radioisotope  renogram. 

P)ocedure 
At  the  North  Carolina  Baptist  Hospital 
Nuclear  Medicine  Laboratory,  150  micro- 
curies  of  mercury-197  chlormerodrin  is  ad- 
ministered intravenously.  Forty-five  minutes 
to  an  hour  later  the  patient  is  scanned  in  the 
prone  position  with  a  conventional  3-inch 
rectilinear  scanner.  Approximately  45  min- 
utes is  required  to  complete  the  scan.  The 
scans  are  always  correlated  with  other  radio- 
graphic diagnostic  procedures. 

Results 
The   normal   renal   scan    (Fig.   1)    shows 
a  homogeneous  uptake  in  the  renal  tissue. 


Fig.   2.   Scan   of   polycystic   kidneys   in   a   43-year-old 
patient. 

with  slightly  less  concentration  in  the  region 
of  the  renal  pelvis.  The  "picture"  of  the  kid- 
ney is  not  significantly  magnified  and  is  not 
distorted  by  adjacent  barium,  intestinal  con- 
tent, or  bony  structures. 

No  allergic  reactions  due  to  mercury 
chlormerodrin  have  been  reported ;  there- 
fore, renal  scanning  is  of  special  value  in 
patients  with  known  sensitivity  to  urologic 
contrast  material. 

Renal  scans  can  assess  renal  size,  position, 
configuration,  and  function. - 

Renal  size:  The  renal  scan  is  fairly  ac- 
curate in  demonstrating  renal  size,  with 
variations  of  1  cm  or  more  readily  appre- 
ciated. This  permits  the  evaluation  of  renal 
enlargement  due  to  such  diseases  as  poly- 
cystic kidney  (Fig.  2),  compensatory  hyper- 
plasia, and  hydronephrosis. 

Renal  position:  Renal  scans  for  kidney 
localization  for  percutaneous  renal  biopsy 
are  widely  employed,-'  particularly  in  uremic 
patients  where  satisfactory  intravenous 
pyelograms  cannot  be  obtained.  The  actual 
renal  outline  can  be  marked  on  the  patient's 
flank  at  the  time  the  scan  is  performed  and 
used  as  a  guide  for  insertion  of  the  biopsy 
needle.  Absent,  ectopic,  malrotated,  and 
horseshoe  kidneys  can  also  be  easily  demon- 
strated by  scanning. 

Renal  configuration:  Since  the  scan  depicts 
the  normally  functioning  renal  tubular  mass, 
any  condition  causing  its  distortion  will  pro- 
duce   "holes"    in    the    uptake    in    the    renal 
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Fig.  3.    Carcinoma  of  the  right  upper  pole  in  a  57- 
year-old  patient. 

parenchyma.  Such  conditions  as  renal  cysts, 
carcinoma,  infarction,  hematoma,  and  ab- 
scesses will  all  show  up  as  filling  defects  and 
are  generally  difficult  to  separate  one  from 
another.  Because  of  the  inherent  resolution 
of  the  instrumentation  now  available  for 
scanning,  lesions  smaller  than  I'o  to  2  cm 
in  diameter  located  deep  in  the  kidney  will 
not  be  seen. 

Since  many  easily  performed  radiologic 
procedures,  such  as  infusion  pyelography 
with  nephrotomography,  give  excellent  dem- 
onstration of  renal  configuration,  the  renal 
scan  for  evaluation  of  renal  architecture  is 
only  occasionally  useful.  Scans  may  be  em- 
ployed to  verify  questionable  lesions  seen 
on  pyelograms,  particularly  if  there  is  no 
distortion  of  the  calyceal  system,  or  to  dif- 
ferentiate renal  lobulation  from  small  peri- 
pheral masses. 

Renal  function:  Although  visualization  of 
the  kidney  is  possible  with  high  blood  urea 
nitrogen  levels  and  far  advanced  renal  in- 
sufficiency, scanning  may  fail  to  demonstrate 
the  kidney.  As  with  intravenous  pyelog- 
raphy, repeated  attempts  at  one  to  three 
days  following  the  administration  of  the 
radiomercury  compound  may  demonstrate 
renal  functioning  tissue  which  was  not 
demonstrated  during  the  first  24  hours. 

Renal  impairment  secondary  to  vascular 
disease,  infectious  disease,  or  a  combination 
of  both  will  show  as  diminshed  uptake  of  the 
radiocompound  in  the  kidney,  with  some 
increased  uptake  in  the  liver.  Serial  scans 
can  be  employed  to  estimate  renal  function 


Renal  Scanning 

hidication:    Sensitivity   to   contrast   agents. 
Elevated  blood  urea  nitrogen  levels. 
To  localize  the  kidney  for  renal  biopsy. 
To  estimate  the  functioning  renal  tubular 
mass. 

Patient  preparation:  None. 

Time  required:  Thirty  to  45  minutes. 

Radiation  dose:  With  Hg  the  renal  dose  is 
greater  than  that  with  intravenous  pyelo- 
grams, but  acceptable. 

Limitations:  Cannot  diflferentiate  cysts  from 
carcinoma.  In  general,  not  as  helpful  as  a 
routine  intravenous  pyelogram  except  in 
selected  cases. 

and  excretion,  but  are  not  a  substitute  for 
the  radioisotope  renogram.  The  renal  scan 
is  of  considerable  help  in  the  evaluation  of 
hydronephrotic  kidney  for  the  estimation 
of  the  presence  or  absence  of  significant 
functioning  renal  tubules.^ 

Conclusion 

The  renal  scan  is  of  use  in  the  evaluation 
of  renal  size,  position,  configuration,  and 
function.  In  no  way  is  it  a  substitute  for 
radiographic  procedures ;  however,  it  is  help- 
ful in  patients  with  sensitivity  to  contrast 
media  or  with  elevated  blood  urea  nitrogen 
levels  where  radiographic  procedures  are 
not  possible.  The  scan  is  also  valuable  in 
confirming  questionable  lesions  found  at 
pyelography,  in  localizing  the  kidney  for 
renal  biopsy,  or  in  estimating  the  existence 
of  functioning  renal  tubules,  particularly  in 
unilateral  hydronephrosis. 
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in  a  clinic,  a  laboratory,  or  both.  The  editor  and  his 
consultants  will  evaluate  the  work  by  the  usual  criteria, 
including  a  proper  discussion  of  previous  work,  control 
observations,  and  statistical  tests  where  indicated. 

Historical  articles,  especially  those  dealing  with  local 
history,  are  considered  of  real  value  and  interest. 

Z.  Manuscripts 

An  original  and  a  carbon  copy  of  the  manuscript 
should  be  submitted,  one  for  review  by  the  editorial 
staff,  the  other  by  referees.  The  manuscript  should 
be  typed  on  standard-size  paper,  double-spaced,  with 
wide  margins  'one  inch  on  each  side'. 

3.  Bibliographic  References 

References  to  books  and  articles  should  be  indi- 
cated by  consecutive  numerals  throughout  the  text 
and  then  typed,  double-spaced,  on  a  separate  page 
at  the  end  of  the  manuscript.  Books  and  articles 
not  indicated  by  numerals  in  the  paper  should  not 
be  included. 

References  will  be  much  more  valuable  to  the 
reader  if  they  are  given  in  a  proper  form  and 
contain  the  full  information  necessary  to  locate  them 
easily.  The  North  Carolina  Medical  Journal  follows  the 
form  used  in  the  journals  of  the  American  Medical 
Association  and  the  Index  Medicus,  giving  the  au- 
thor's siu-name  and  initials,  title  of  the  article,  name  of 
the  periodical,  volume,  inclusive  page  numbers,  and 
the  date  of  publication.  It  is  believed  that  this  style 
makes  it  easier  for  the  reader  to  judge  whether  the 
reference  is  likely  to  prove  useful  to  him,  and  enables 
him  to  locate  it  more  quickly. 

4.  Tables  and  Illustrations 

Tables  and  legends  for  illustrations  should  be  typed 
on  separate  sheets  of  paper.  The  illustrations  should 
be  blossy  black-and-white  prints  or  line  drawings.  It 
is  necessary  to  obtain  permission  from  the  author 
or  publisher  to  reproduce  illustrations  which  have  t>een 
published  elsewhere. 

The  North  Carolina  Medical  Journal  pays  up  to 
$20  on  the  cost  of  cuts  for  any  one  article.  This 
amount  usually  covers  the  expense  of  reproducing 
from  two  to  five  illustrations,  depending  on  the 
size  and  type  of  cuts  required.  Line  drawings  and 
graphs  are  usually  less  expensive  to  reproduce  than 
photographs.  Authors  may  publish  additional  illustra- 
tions by  paying  the  extra  cost. 

5.  Style 

The  style  followed  by  this  Journal  will  be,  in 
general,  that  outlined  in  the  Style  Book  issued  by 
the  Scientific  Publications  Division  o  fthe  American 
Medical  Association,  John  H.  Talbot,  M.D.,  director. 
All  manuscripts  are  subject  to  editorial  revision  for 
such  matters  as  spelling,  grammar  and  the  like. 

By  following  the  above  suggestions,  writers  wiU 
greatly  expedite  the  publication  of  papers  accepted 
by  the  North  Carolina  Medical  Journal. 
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THE  A.M.A.  CLINICAL  SESSION 

In  the  shadow  of  the  astrodome,  Texas 
styled  "Eighth  Wonder  of  the  World,"  the 
A.M.A.  convened  its  1967  clinical  meeting  at 
the  end  of  November  in  Houston.  A  call  to 
"positive"  and  "responsible"  action  by 
President  Milford  0.  Rouse  launched  the 
House  of  Delegates,  with  238  out  of  242 
members  present,  into  consideration  of  96 
items  of  business  including  57  resolutions 
from  State  Medical  Societies  and  individual 
physicians. 

Focusing  on  current  problems  in  the  areas 
of  comprehensive  Health  Planning,  (Public 
Law  89-749),  Health  Manpower  and  Health 
Care,  the  House  adopted  recommendations 
recognizing  standards  of  health  care  as  es- 
tablished at  the  local  level  and  objected  to 
the  trend  to  pi'omote  national  standards. 
The  importance  of  State  and  County  socie- 
ties becoming  involved  in  planning  for  dis- 
tribution of  health  services,  expansion  of 
professional  and  allied  manpower,  and  the 
maintenance  of  local  control  for  standards 
of  service  and  facilities  was  stressed. 

Approved  were  resolutions  that  state  as- 
sociations establish  active  legislative  task 
forces  at  the  congressional  district  level  to 
maintain  effective  relationships  with  con- 
gressmen and  directing  the  A.M.A.  to  ar- 
range a  meeting  of  State  Medical  Association 
representatives  to  plan  regional  conferences 
of  physicians  to  discuss  pertinent  matters 
with  State  legislators. 

The  House  reaffirmed  that  procurement, 
processing  and  distribution  or  use  of  human 
blood  and  other  human  tissues  is  a  medical 
service  and  not  the  sale  of  a  commodity. 
The  A.M.A.  Board  of  Trustees  and  state  as- 
sociations were  urged  to  support  legislative 
action  to  implement  this  concept. 

Supported  also  was  the  use  of  monitoring, 
defibrillation  and  resuscitative  equipment  by 
registered  nurses,  with  proper  training  and 
governed  by  procedures  established  by  medi- 
cal staffs. 

Of  the  96  items  of  business  43  were 
adopted  without  amendment,  22  were 
amended  and  adopted,  24  were  absorbed  in- 
to other  items  or  referred  back  to  the  Board 
of  Trustees  or  other  bodies  for  further  studv 


and  6  were  rejected.  Delegate  time  for  par- 
ticipation in  the  scientific  and  exhibit  pro- 
grams was  limited.  The  business  of  medi- 
cine took  priority. 

J.  S.  R. 

*     *     * 

THE  SILENT  BODY 

In  his  provocative  1935  book,  "Man  the 
Unknown,"'  Alexis  Carrel  remarked  "The 
sound  body  lives  in  silence,"  and  goes  on  to 
say  that  when  the  body  is  functioning  nor- 
mally all  that  is  felt  is  a  peaceful  sensation. 
In  Carrel's  opinion,  those  who  devise  meth- 
ods for  inducing  the  balanced  development 
of  the  various  tissues  and  organs,  so  they 
work  harmoniously,  will  bring  greater  bene- 
fits to  mankind  than  did  his  fellow-  country- 
man, Louis  Pasteur.  In  voicing  such  an  opin- 
ion Carrel  reveals  himself  as  an  admirer  of 
the  Greek  view  of  the  physician's  role  as  a 
restorer  of  the  balance  of  the  "humors." 

One  wonders  how  much  ill-ease,  to  dis- 
tinguish such  a  state  from  "disease"  and 
all  its  connotations,  comes  not  so  much  from 
anything  actually  being  wrong  with  a  per- 
son, as  from  the  heightening  of  his  awareness 
of  his  inner  functioning  by  what  he  reads 
and,  perhaps  more  important,  what  he  sees 
on  television.  While  ignorance  is  by  no  means 
bliss,  there  is  not  a  whole  lot  to  be  said  for 
worrying  the  general  public  with  the  dif- 
ferential diagnosis  of  vitamin  deficiency, 
iron-deficiency  anemia,  and  psychasthenia. 
If  such  ads  are  cast  against  a  background  of 
mediocrity  and  violence,  as  is  often  the  case 
with  current  TV  offerings,  it  might  well  set 
the  viewer  to  mulling  over  the  state  of  his 
gastric  mucosa,  colonic  content,  or  the  pros- 
pects of  a  night's  sleep. 

No  matter  how  cheerful  one's  general  out- 
look may  be,  the  future  in  regard  to  preser- 
vation of  the  body's  silence  is  no  more 
promising  than  that  for  silence  in  the  outer 
world  as  discussed  by  Dr.  Lee  Farr-  and 
here  in  the  JOURNAL.^ 
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North   Carolina  Slate   Board  of  Health 
DIETARY  COSULTATION 

Georgia  A.  Kannon* 

About  14' (  of  North  Carolina  hospitals, 
excluding  state  and  federal  institutions,  cur- 
rently employ  qualified  dietitians.  A  few 
hospitals  utilize  catering  firms,  but  the  ma- 
.iority  employ  food  service  supervisors  who 
may  be  called  dietitians,  but  who  do  not  have 
the  qualifications  needed  to  direct  a  food 
service. 

The  educational  qualifications  of  the  food 
service  supervisors  vary.  A  few  are  college 
graduates  with  degrees  in  home  economics. 
Several  are  former  members  of  the  American 
Dietetic  Association  who  dropped  their  mem- 
bership and  now  must  complete  certain 
stipulated  academic  courses  to  become  eli- 
gible for  reinstatement.  The  majority  of 
food  service  supervisors  working  in  North 
Carolina  hospitals,  however,  are  high  school 
graduates  only.  Some  have  even  less  educa- 
tion. Some  have  been  recruited  to  work  at 
the  hospital  because  of  a  local  reputation 
for  being  a  good  cook.  A  few  are  retired  from 
the  military,  with  experience  in  the  food 
service  area  but  not  necessarily  in  a  hos- 
pital. 

A  qualified  dietitian  is  one  who  holds  a 
baccalaureate  degree  and  has  completed  a 
dietetic  internship  approved  by  the  American 
Dietetic  Association.  The  undergraduate 
courses  include  nutrition,  physiology,  psy- 
chology, biochemistry,  food  chemistry,  and 
diet  in  disease,  as  well  as  food  service  man- 
agement. During  the  internship  the  student 
continues  formal  classes  and  gains  some 
experience  in  all  aspects  of  food  service  and 
personnel  management,  and  in  training. 

Dietary  Consultation 
Where,  then,  may  these  food  service  super- 
visors get  information  to  improve  the  food 
and  the  service  of  food  to  patients?  Dietary 
consultation  has  been  offered  by  the  Nutri- 
tion  Section   of   the   North    Carolina   State 


*Prineipal  dietitian,  Nortii  Carolina  State  Board  of  Healtli. 
Request  for  reprints  to  Box  2091.  Raleigh,  N.  C.  27S07. 


Board  of  Health  since  1948.  Consultants 
make  initial  visits  to  all  the  hospitals  in  their 
assigned  areas,  to  offer  help  and  to  plan  with 
the  administrator  and  the  food  service  super- 
visor for  any  desired  services.  Since  each 
consultant  serves  approximately  50  hospitals 
located  in  a  third  of  the  state,  she  plans  to 
visit  each  hospital  at  least  once  a  year  and 
make  additional  visits  to  a  smaller  number 
in  response  to  specific  requests.  In  addition 
to  visiting  individual  hospitals,  she  con- 
ducts educational  programs  with  food  serv- 
ice supervisors. 

Besides  working  with  hospitals,  the  con- 
sulting dietitians  can  be  useful  in  any  group- 
feeding  situation.  They  work  with  child 
care  institutions,  day  care  centers,  extended 
care  facilities,  and  camps.  They  assist  in 
planning  adequate  food  at  the  most  eco- 
nomical price,  in  developing  and  conducting 
training  programs  for  food  service  em- 
ployees, in  selecting  food  service  equipment, 
and  in  developing  administrative  plans  and 
policies  for  a  well-organized  food  service 
department. 

Diet  Manuals 

A  few  hospitals  have  their  own  diet  man- 
uals. To  develop  a  diet  manual,  have  it  ap- 
proved by  the  hospital  medical  .statt',  and 
bring  it  into  full  use  requires  a  great  deal 
of  time  and  work  on  the  part  of  a  profes- 
sional team.  Rather  than  suggesting  that 
every  hospital  develop  its  own  manual,  the 
consulting  dietitians  have  encouraged  hos- 
pitals to  adopt,  with  the  approval  of  their 
medical  staffs,  the  diet  manual  prepared  by 
the  North  Carolina  Memorial  Hospital  in 
Chapel  Hill.  This  manual  is  so  written  that 
it  is  relatively  easy  for  the  untrained  per- 
son to  read  and  follow.  An  approved  diet 
manual  available  at  each  nursing  station 
can  assist  the  physician  in  selecting  the  ap- 
propriate diet  and  in  writing  the  diet  order. 
In  this  way  there  will  be  no  doubt  in  the 
food  sei*vice  supervisor's  mind  as  to  what 
the  physician  wants,  nor  in  the  physician's 
mind  as  to  the  foods  his  patient  will  be 
served. 

Diet  orders  such  as  "poor  salt,"  "low- 
salt,"  "no  salt,"  "low  sodium,"  and  "regular 
diabetic"   are  indefinite.   Diet  prescriptions 
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should  conform  with  those  in  the  manual  so 
that  the  food  service  supervisor  knows  what 
the  physician  expects  the  patient  to  receive. 

Whenever  it  is  necessary  to  order  a  diet 
that  is  not  in  the  manual,  the  supervisor 
should  discuss  the  matter  with  the  physician 
before  attempting  to  serve  any  food  to  the 
patient.  In  this  way  the  physician  can  pro- 
vide additional  instructions  that  will  enable 
the  supervisor  to  follow  the  diet  prescrip- 
tion exactly.  When  it  is  apparent  that  the 
new  diet  is  to  be  used  repeatedly,  it  is  help- 
ful to  write  it  out,  ask  the  medical  staff  to 
approve  it,  and  have  it  inserted  into  all 
copies  of  the  diet  manual. 

The  consulting  dietitians  teach  food  sei'v- 
ice  supervisors  to  write  the  menu  for  each 
kind  of  diet.  This  helps  to  achieve  accuracy 
in  serving.  The  food  service  workers  can 
be  taught  the  correct  amounts  and  kinds 
of  foods  that  go  on  individual  patients'  trays. 

A  New  Program 

With  these  needs  in  mind,  a  therapeutic 
dietitian  has  recently  been  employed  to  hold 
one-day  sessions  with  a  limited  number  of 
food  service  supervisors  to  teach  nutrition 
and  modified  diets,  with  emphasis  on  those 
most  frequently  ordered  by  physicians.  The 
content  of  the  sessions  will  be  based  on 
needs  recognized  by  the  food  service  super- 
visoi's  and  any  additional  needs  seen  by  the 
therapeutic  dietitian  in  visiting  individual 
institutions.  She  will  use  as  reference  the 
North  Carolina  Memorial  Hospital  Diet 
Manual,  which  consulting  dietitians  have 
found  to  be  a  valuable  aid  for  many  hospitals. 

With  so  few  outpatient  departments  in 
North  Carolina,  the  patient,  once  he  leaves 
the  hospital,  is  on  his  own.  To  provide  any 
kind  of  continuity  in  diet  prescription,  the 
patient  and  food  service  supervisor  need 
sufficient  time  to  discuss  discharge  diet  in- 
structions. Some  hospitals  use  printed  diets 
issued  by  pharmaceutical  companies  for  this 
purpose.  Printed  diets  for  patient  instruc- 
tion that  correspond  with  the  diet  manual 
can  be  purchased  from  North  Carolina  Me- 
morial Hospital.  It  is  confusing  to  a  patient 
to  be  given  several  pieces  of  paper  covering 
three  or  four  diet  modifications  to  take  home 
with  him.  Food  service  supervisors  attempt 


to  combine  the  information  in  such  a  man- 
ner that  he  can  interpret  and  follow  the  diet 
regimen.  Several  hospitals  in  North  Carolina 
participate  in  a  patient  referral  program 
with  local  health  departments.  In  this  way 
they  are  contributing  to  continuity  of  patient 
care. 

North  Carolina  Memorial  Hospital  at 
Chapel  Hill  has  been  praised  repeatedly,  at 
professional  meetings,  for  pioneering  in  its 
patient  referral  system.  When  a  patient  is 
to  be  discharged  from  the  hospital  and  ap- 
pears to  the  medical  and  nursing  start'  to  be 
in  need  of  additional  care  or  instruction  after 
he  rejoins  his  family,  a  referral  form  is  sent 
to  his  county  health  department  and  a  copy 
to  the  Nursing  Section  of  the  State  Board  of 
Health.  The  Public  Health  Nursing  Section 
shares  this  information  with  nutritionists 
and  physical  therapists,  if  indicated.  The 
services  of  these  consultants  are  then  made 
available  to  the  patient  through  the  local 
health  department.  Since  this  program  has 
proved  valuable,  the  Veterans  Administra- 
tion Hospital  at  Durham  and  Duke  Univer- 
sity Medical  Center  have  developed  some- 
what similar  programs.  Less  formally, 
several  smaller  hospitals  in  North  Carolina 
have  individual  arrangements  with  their 
local  health  departments. 

Multiplicity  of  Services 
Dietitians  believe  that  hospital  food  serv- 
ices have  an  opportunity  to  improve  the  eat- 
ing patterns  of  patients  and  their  families. 
because  patients  assume  that  all  the  food 
served  in  the  hospital  is  "good  for  them." 
Patients  tend  to  include  in  family  meals  some 
of  the  foods  they  enjoyed  in  the  hospital. 
Consulting  dietitians  teach  food  service 
supervisors  how  to  apply  the  principles  of 
good  nutrition  to  the  preparation  of  general 
menus.  The  supervisors  are  encouraged  to 
visit  patients  routinely,  in  order  to  observe 
the  service  of  food  to  the  patient  and  en- 
courage him  to  accept  the  foods  served.  A 
few  hospitals  ofi'er  selective  menus  as 
another  way  of  meeting  the  patient's  prefer- 
ences. 

Hospital  administrators  and  food  service 
supervisors  often  consult  dietitians  in  the 
process  of  planning  the  layout  and   equip- 
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ment  needs  for  either  the  existing  facility  or 
any  planned  expansion.  Since  this  entails 
large  expenditures,  dietitians  can  often  help 
the  administrator  in  the  selection  and  ar- 
rangement of  equipment  that  will  make  his 
food  sei'vice  department  as  efficient  as  pos- 
sible. Consultants  also  assist  hospitals  in  re- 
viewing their  food  service  operating  costs. 

Personnel  management  and  the  assign- 
ment of  duties  to  various  employees  repre- 
sent areas  where  many  food  service  super- 
visors welcome  assistance.  Since  employee 
turnover  is  often  great,  making  it  difficult 
to  meet  patient  requirements,  dietitians  can 
be  of  great  help  in  planning  inservice  train- 
ing for  food  service  workers.  Hospitals  stand 
to  benefit  from  such  programs  in  terms  of 
the  employee's  satisfaction  in  his  work. 
Hopefully,  he  will  work  more  efficiently  and 
stay  with  his  job  longer. 

Some  food  services  keep  their  kitchens 
clean  by  household  but  not  institutional 
standards.  Employee  training  programs 
stress  the  importance  of  correct  procedures 
in  receiving,  storing,  serving,  and  handling 
food.  Proper  dishwashing  techniques  are  an 
example  of  institutional  standards  that  may 
be  different  from  those  satisfactorily  used  in 
homes.  To  insure  maintenance  of  adequate 
techniques,  the  hospital  should  conduct  a 
routine  bacterial  count  on  dishes,  silver,  and 
utensils. 

Because  many  food  service  departments 
have  similar  needs,  dietitians  plan  and  con- 
duct one-day  educational  programs  on 
specific  topics  in  selected  geographic  areas. 
Last  year  the  consulting  dietitians  held  such 
sessions  on  the  use  of  the  food  exchange 
groups  for  diabetic  diets.  These  exchanges 
have  been  shown  to  provide  patients  with 
much  needed  variety  in  their  meals.  This 
teaching  is  reinforced  by  a  periodical,  the 
Food  Service  Digest,  addressed  to  food  serv- 
ice supervisors  in  hospitals.  Subjects  include 
information  on  a  therapeutic  diet,  how  to 
plan  cycle  menus,  items  to  include  in  the 
food  service  budget,  and  management  tech- 
niques. 

The  Nutrition  Section  has  cooperated  with 
the  North  Carolina  Dietetic  and  Hospital  As- 
sociations in  conducting  annual  educational 


meetings  for  food  service  supervisors  over 
the  last  15  years.  The  North  Carolina  Hos- 
pital Food  Service  Institute  was  one  of  the 
first  developed  in  the  United  States  and  has 
been  copied  by  many  other  areas. 

Conclusi07i 
Consulting  dietitians  may  assist  the  hos- 
pital administrator  and  hospital  food  service 
supervisor  in  any  phase  of  their  food  service. 
In  all  of  the  programs  the  consulting  dieti- 
tians emphasize  strengthening  the  lines  of 
communication  among  physicians,  nurses, 
and  the  food  service  department  in  order  to 
improve  total  patient  care. 
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Coming  Meetings 

North  Carolina  Chapter  of  the  American  Academy  of 
Pediatrics  and  the  North  Carolina  Pediatric  Society — 
The  Carolina,  Pinehurst,  February  16-17. 

Twenty-fifth  Annual  Watts  Hospital  Medical  and 
Surgical  Symposium— Jack  Tar  Hotel.  Durham,  Feb- 
ruary 23-24. 

Third  Annual  Wilson  Memorial  Hospital  Symposium- 
Wilson,  March  7. 

Greensboro  Academy  of  Medicine,  Annual  Symposium 
—Greensboro,  March  28. 

University  of  North  Carolina  School  of  Medicine 
Alumni  Program— Chapel  Hill,  April  5-6. 

Rural  Safety  Council,  Annual  Meeting— Lambeth  Inn, 
Lake  Junaluska,  April  26. 

Medical  Society  of  the  State  of  North  Carolina,  114th 
Annual  Session— The  Carolina  Pinehurst,  May  11-15. 

Stonebumer  Lectureship  and  Symposium— Medical 
College  of  Virginia,  Richmond,  February  22-23. 


News  Notes  from  the 
University  of  North  Carolina 

A  three-day  short  course  for  state  and  community 
health  agency  personnel  engaged  in  planning,  ad- 
ministering or  evaluating  health  care  activities  was 
held  in  Athens,  Georgia,  in  late  November. 

A  traveling  faculty  sponsored  by  the  Department 
of  Public  Health  Administration  and  the  Continued 
Education  Service  at  the  UNC  School  of  Public  Health 
conducted  the  course. 

The  short  course  has  been  offered  also  in  North 
Carolina,   Florida,  and  Virginia. 

ik      *      * 

A  University  of  North  Carolina  dentist  and  a  Guil- 
ford College  sociologist  have  been  appointed  to  an 
11-member  Regional  Health  Advisory  Committee  of 
the  U.  S.  Public  Health  Service. 

Accepting  membership  on  the  newly  established  com- 
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is  great... 
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Blue  Shield 
for  doctor  bills 


Blue  Shield  often  makes  the  difference  be- 
tween a  harried  homecoming  and  a  happy 
one.  When  your  patients  have  Blue  Shield, 
they  have  the  best  in  medical  care  protec- 
tion. Last  year,  Blue  Shield  paid  nearly 
$1.4  billion  in  doctor  bills  on  behalf  of  its 
53  million  members. 

Today,  nearly  30  years  after  doctors  like 
you  originated  the  concept  of  the  prepay- 
ment of  medical  bills,  this  unique  plan  re- 
mains the  favorite  of  employees  and  em- 
ployers alike. 
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v\/hen  he  just  can't  sleep 

Tuinal 


One-Half  Sodium  Amobarbital  an 
One-Half  Sodium  Secobarbit:a 
supplied  in  %,  lYz,  and  3-grain  Puivules 


Tuinal  helps  wakeful  patients  fall  asleep  fast,  stay 
asleep  all  night. 

Indications:  Tuinal  is  indicated  for  prompt  and  moder- 
ately long-acting  hypnosis.  It  is  not  suitable  for  con- 
tinuous daytime  sedation. 

Contraindications:  Barbiturates  should  not  be  adminis- 
tered to  anyone  with  a  history  of  porphyria,  nor  should 
they  be  given  in  the  presence  of  uncontrolled  pain,  be- 
cause excitement  may  result. 

Warning:  May  be  habit-forming. 

Precautions:  Tuinal  should  be  used  cautiously  in  pa- 
tients with  decreased  liver  function,  since  prolongation 
of  effect  may  occur. 

Adverse  Reactions:  Idiosyncrasy,  such  as  excitement, 
hangover,  or  pain,  may  appear.  Hypersensitivity  reac- 


tions occur  in  some  patients,  especially  in  those  with 
asthma,  urticaria,  or  angioneurotic  edema. 
Overdosage:  C.N.S.  depression.  Symptoms — Depression 
of  respiration  and  of  superficial  and  deep  reflexes,  slight 
constriction  of  the  pupils  (in  severe  poisoning,  dilation], 
decreased  urine  formation,  lowered  body  temperature, 
coma.  Treatment — Symptomatic  and  supportive  [gastric 
lavage;  intravenous  fluids;  maintenance  of  blood  pres- 
sure, body  temperature,  and  adequate  respiration).  Di- 
alysis may  speed  removal  of  barbiturates  from  body 
fluids. 

kWM  ^       Dosage:  50-200  mg.  ('4-3  grains)  at  bedtime. 


Additional  information  available  to  physicians  upon  request. 
Ell  Lilly  and  Company  •  Indianapolis,  Indiana  46206 
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The  New  Enlarged  Program  of 

DISABILITY      INSURANCE 

APPROVED  AND  SPONSORED  BY 

The  Medical  Society  of  the  State  of  North  Carolina 

FOR  ITS  MEMBERS  SINCE  1940 
PLANS  DESIGNED  TO  MEET  PRESENT  DAY  NEEDS  UP  TO 

•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 
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SEMI-ANNUAL  PREMIUMS 
Lifetime  Accident 

and 
7  years  Sickness 
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Benefit! 
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$5,000.00 

$100.50 
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SEMI-ANNUAL  PREMIUMS 


Lifetime  Accident 

and 

for  Sickness, 

from  Inception  of 

Disability  to 

Your  Attainment 

of  Age  65 

Up  to  2  Years 

from  Age  65 

to  Age  70 
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Dismemberment 
Benefits 
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Sum  for 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To   Age  40 

$250.00 

Up   to   $50,000.00 

$5,000.00 

$292.00 

$219.25 

$200.00 

Up   to   $40,000.00 

$5,000.00 

$234.50 

$176.00 

$150.00 

Up   to   $80,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00 

Up   to   $20,000.00 

$5,000.00 

$119.50 

$  89.75 

The  premiums  for  Plan  L-65  will  be  reduced  to  the  some  premium  as  for  Plan  L-7  at  age  58.1 

Note :  The  above  rates  do  not  increase  at  age  50,  or  even  at  age  60 ! 
tOn  attaining  age  40,  age  40  rates  apply  on  renewal. 

J.  L.  CRUMPTON, 
State  Mgr. 

J.  Slade  Crumpton,  Assistant  State  Manager 

Professional  Group  Disobility  Division 

COMMERCIAL   INSURANCE  COMPANY  OF  NEV/ARK,  N.  J. 

Member,  Continental  Insurance  Companies  Group  of  New  York 

Box  147,  Durham,  N.  C. 

If  more  information  is  needed  or  help  desired  in  completing  your  enroll- 
ment, please  call  us  collect: 

Area  Code  919— Phone  682-5497. 
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mittee  were  Dr.  Roy  L.  Lindahl,  chairman  of  the  De- 
partmenl  of  Pedodontics  at  the  UNC  School  of  Den- 
tistry, and  Dr.  Robert  M.  Dinliel,  pi'ofessor  of  Sociology 
at  Guilford  CoUege. 

The  Regional  Health  Advisory  Health  Committee 
will  consult  with  and  advise  Dr.  Emil  E.  Palmquist, 
regional  health  director  in  eight  southeastern  states 
for  the  U.  S.  Department  of  Health.  Education  and 
Welfare. 

*    *    * 

The  50th  anniversary  of  the  medical  extension  pro- 
gram at  the  UNC  School  of  Medicine  was  commemo- 
rated here  on  Nov.  15. 

It  was  a  half  century  ago  that  the  University  and 
the  North  Carolina  State  Board  of  Health  began  carry- 
ing continuing  education  lo  physicians  in  their  own 
communities  through  the  medium  of  "circuit  courses." 

North  Carolina  is  believed  to  be  the  first  to  in- 
augurate such  a  program  and  it  set  a  pattern  for 
similar  programs  in  other  states. 

Drugs  vs.  surgery  for  heart  patients,  heart  block, 
gallop  rhythm,  and  the  large  heart  syndrome  were 
among  the  topics  discussed  at  a  two-day  medical 
symposium  beginning  at  UNC  in  mid-November. 

Two  visiting  medical  specialists  and  nine  specialists 
at  the  UNC  School  of  Medicine  were  on  the  faculty  for 
a  program  sponsored  jointly  by  the  UNC  School  of 
Medicine,  the  American  CoUege  of  Cardiology,  and 
the  North  CaroUna  State  Board  of  Health. 


Compliments  of 


WachtePs,  Inc* 

• 

Surgical 
Supplies 


15  Victoria  Road 

P.  0.  Box  1716  Telephone  AL  3-7616 

ASHEVILLE,   North  Carolina 


A  hugh  federal  medical  program  designed  to  save 
the  lives  of  certain  victims  of  chronic  kidney  disease 
has  been  recommended  to  the  U.  S.  Budget  Bureau. 

The  program  could  cost  about  $800  million  in  the 
first  six  years. 

The  Committee  on  Chronic  Kidney  Disease  making 
the  report  is  under  the  chairmanship  of  Dr.  Carl  W. 
Gottschalk,  professor  of  medicine  and  physiology  at 
the  UNC  School  of  Medicine.  Another  member  of  the 
10-man  committee  is  Dr.  Bernard  Amos.  Duke  Uni- 
versity immunologist. 

Dr.  Bernard  G.  Greenberg,  chairman  of  the  De- 
partment of  Biostatistics  at  the  UNC  School  of  Pubhc 
Health,  and  Dr.  Arnold  S.  Nash  of  the  UNC  Department 
of  Religion  were  special  advisers  to  the  committee. 

The  committee  recommended  a  series  of  kidney 
centers  throughout  the  U.  S.  to  train  personnel,  to 
treat  patients,  and  to  conduce  research. 

Emphasis  in  the  national  program  would  be  on 
kidney  transplants  and  dialysis  with  artificial  kidney 
machines. 

The  editor  of  Lancet,  one  of  the  oldest  and  most 
respected  medical  publications  in  the  world,  spoke  at 
a  Student-Faculty  Seminar  at  the  UNC  School  of 
Public  Health  in  mid-November. 

Dr.  Ian  Douglas-Wilson,  editor  of  Lancet  since  1965 
and  former  assistant  editor  under  Sir  Theodore  Fox, 
discussed  "Personality  in  Medical  Journals." 

The  first  Luther  H.  Hodges  Lecture  in  Vascular 
Surgery  was  presented  at  the  UNC  School  of  Medi- 
cine on  Nov.  30. 

The  first  lecturer  was  Dr.  John  W.  KirkUn.  chair- 
man of  the  Department  of  Surgery  at  the  University 
of  Alabama. 

Charles  L.  Harper,  assistant  dean  for  finance  and 
administration  at  the  UNC  School  of  Public  Health, 
was  named  president-elect  of  the  Association  of  Man- 
agement in  Public  Health  at  the  annual  meeting  of 
the  association  held  in  Miami  Beach,  Fla. 

The  association,  an  affiliate  of  the  American  Pub- 
lic Health  Association,  has  600  members  in  all  50 
states. 

*        *       ;^ 

Figuring  manpower  needs  simply  by  comparing  the 
number  of  pharmacists  to  the  number  of  people  they 
serve  is  faulty,  the  dean  of  the  UNC  School  of  Phar- 
macy said  in  Houston.  Tex.,  in  November. 

"There  are  two  dimensions  to  manpower  in  phar- 
macy and  one  of  them  is  frequently  overlooked,"  Dean 
George  P.  Eager  told  members  of  the  National  Asso- 
ciation of  Retail  Druggists  at  their  annual  convention 
and  trade  show. 

"Pharmacy  manpower  consists  of  the  number  of 
pharmacists  and  also  the  utilization  of  pharmacists." 

The  failure  to  use  many  pharmacists  in  their  pro- 
fessional capacities  has  been  one  of  the  most  severe 
criticisms  of  the  profession.  Dean  Hager  pointed  out 
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as  he  quoted  national  figures  for  tiie  ratio  of  piiar- 
macists  to  population. 

*       *       ;i< 

A  new  use  for  a  medical  deep-freeze  technique  is 
making  it  possible  to  salvage  a  precious  clotting  sub- 
stance from  blood  plasma  previously  thought  to  have 
lost  its  clotting  activity  during  storage. 

The  salvaged  substance — antihemophilic  factor,  called 
AHF — is  becoming  increasingly  important  in  the 
treatment   of   hemophiliacs. 

Two  pathologists  at  the  School  of  Medicine  have 
found  that  cryoprecipitation  will  freeze  the  AHF  out 
of  aged  blood  plasma. 

Now  with  cryoprecipitation,  Dr.  Robert  D.  Langdell 
and  Dr.  Roy  A.  Weaver  have  developed  a  new  source 
of  AHF. 

The  salvaged  clotting  ingredient  is  only  about  one- 
fourth  as  potent  as  AHF  from  fresh  plasma,  but  it 
is  being  reclaimed  from  plasma  otherwise  useless  in 
treating  bleeders. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  University 

Dr.  Richard  T.  Myers,  associate  professor,  has 
been  named  professor  and  chairman-elect  of  the 
Department  of  Surgery  at  the  Bowman  Gray  School 
of  Medicine.  He  will  succeed  Dr.  Howard  H.  Brad- 
shaw,  who  has  asked  to  be  relieved  of  his  administra- 
tive duties  after  26  years  as  head  of  the  department. 
The  appointment  will  become  effective  July  1.  1968. 

Dr.  Bradshaw,  who  will  continue  as  professor  of 
surgery,  resigned  the  department  chairmanship  to 
return  to  full-time  teaching,  research,  and  patient 
care.  He  also  will  continue  his  activities  in  surgical 
education  at  the  national  level. 

Dr.  Myers,  who  joined  the  Bowman  Gray  faculty 
in  1950,  is  assistant  chief  of  professional  services  for 
Baptist  Hospital.  He  also  is  chairman  of  key  surgical 
committees  of  the  medical  center.  He  is  president  of 
the   Forsyth    County   Medical   Society   and   is   a   past 

president  of  the  North  Carolina  Surgical  Association. 

*  *    -i- 

Dr.  Eugene  B.  Linton,  assistant  professor  of  obste- 
trics and  gynecology,  recently  returned  from  Korea 
where  he  served  for  one  month  as  visiting  professor 
at  two  Presbyterian  Hospitals. 

He  participated  in  the  training  programs  at  hospitals 
at  Kwangju  and  Chonju.  He  also  presented  the  annual 
Wilson  Memorial  Lecture  at  Kwangju  Hospital  where 
he  spoke  on  "Vaginal  Hysterectomy." 

*  *     :;< 

A  giant  weight-lifter,  capable  of  raising  more  than 
13,000  pounds,  towers  above  construction  work  at  the 
Bowman  Gray  School  of  Medicine. 

It  will  perform  its  feats  of  strength  often  during 
the  next  18  months  while  contractors  build  a  122,000- 
square-foot  addition  to  the  medical  school,  a  400-seat 
auditorium,  and  a  power  plant.  Later,  a  14-story  hos- 
pital and  clinics  building  will  be  constructed  as  part 


of  the  medical  center's  $28-million  expansion  program. 

Resting  on  a  set  of  tracks,  the  French-made  crane 
is  believed  to  be  the  only  rail-mounted  unit  currently 
in  use  in  the  state. 

The  crane  weighs  more  than  89  tons  and  has  a  po- 
tential height  of  107  feet.  The  main  boom  stretches 
138  feet  and  easily  spans  the  width  of  the  future  ed- 
ucation-research facility. 

Dr.  Eben  Alexander  Jr.,  professor  of  neurosurgery, 
was  appointed  to  the  Executive  Council  of  the  Asso- 
ciation of  American  Medical  Colleges  during  the  an- 
nual meeting  of  the  association  in  New  York  City. 

*  *         •■':■ 

Dr.  Robert  H.  Coombs,  assistant  professor  of  soci- 
ology, has  been  appointed  to  the  Executive  Committee 
of  the  National  Council  on  Family  Relations. 

Dr.  James  F.  Toole,  professor  and  chairman  of  the 
Department  of  Neurology,  recently  was  appointed  to  a 
three-year  term  on  the  editorial  board  of  "Annals  of 
Internal  Medicine." 

*  *         -:'- 

Dr.  William  H.  Boyce,  professor  of  urology,  served 
as  visiting  professor  at  Peter  Bent  Brigham  Hospital 
Nov.  3-4  in  Boston.  He  also  was  a  guest  speaker  of 
the  Armed  Forces  Institute  of  Pathology  Nov.  14-15 
in  Washington,  D.  C.  He  spoke  on  "Stone  Formation." 

Dr.  Felda  Hightower,  professor  of  surgery,  has  ac- 
cepted an  invitation  to  deliver  lectures  and  present 
a  film  on  "One-Stage  Total  Colectomy  and  Abdom- 
inoperineal Resection  for  Ulcerative  Colitis"  at  a 
meeting  of  the  Medical  Society  of  the  United  States 
and  Mexico  to  be  held  Feb.  6-10  in  Guadalajara,  Mexico, 

*  *  ^: 

Three  papers  prepared  at  the  Bowman  Gray  School 
of  Medicine  were  presented  at  a  meeting  of  the  South- 
ern Society  for  Pediatric  Research  held  Nov.  17-18  in 
Charlottesville,  Va.  Dr.  Carolyn  C.  Huntley,  professor 
of  pediatrics,  presented  a  paper  on  "IgA  Deficiency- 
Family  Studies."  Dr.  Richard  B.  Patterson,  associate 
professor  of  pediatrics,  spoke  on  "Hereditary  Orotic 
Aciduria."  John  K.  Whisnant  Jr.,  senior  medical  stu- 
dent from  Shelby,  presented  a  paper  on  "IgA  in  Serum 
and  Parotid  Saliva  of  Patients  with  Juvenile  Rheu- 
matoid Arthritis." 

Dr.  William  M.  McKinney,  assistant  professor  of 
neurology,  participated  in  the  12th  annual  meeting 
of  the  American  Institute  of  Ultrasonics  in  Medicine 
held  Nov.  12-16  in  Miami  Beach,  Fla.  He  spoke  on 
"Recent   Investigations   of   Intracranial   Pulsations   by 

Ultrasound." 

*    *    * 

Dr.  Quentin  N.  Myrvik,  professor  and  chairman  of 
the  Department  of  Microbiology,  was  program  chair- 
man of  the  fourth  national  scientific  meeting  of  the 
Reticuloendothelial  Society  held  Dec.  3-6  in  Winston- 
Salem.  More  than  200  members  of  the  society  attended 
the  meeting  during  which  68  papers  and  two  symposia 
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were  presented.  Featured  speakers  were  Dr.  J.  L. 
Gowans,  experimental  pathologist  at  Oxford  Univer- 
sity, and  Dr.  E.  Donnall  Thomas,  professor  of  medicine 

at  the  University  of  Washington  School  of  Medicine. 

*  *    * 

Two  members  of  the  Bowman  Gray  faculty  partici- 
pated in  a  postgraduate  seminar  of  the  Southeastern 
Section,  American  Urological  Association,  Nov.  5-8  in 
Durham.  Dr.  William  H.  Boyce,  professor  of  urology, 
moderated  a  panel  and  presented  lectures  on  "The 
Etiology  of  Urinary  Calculi"  and  "Surgery  of  Renal 
Stones."  Dr.  Clair  E.  Cox,  assistant  professor  of  urol- 
ogy, spoke  on  "Managing  Urinary  Tract  Infections" 
and   "Chronic  Pyelonephritis." 

Dr.  David  R.  Mace,  professor  of  family  sociology, 
lectured  on  "Men,  Women  and  Marriage"  at  a  medical 
conference  on  "Sexual  Problems  in  Clinical  Prac- 
tice" Nov.  11  in  Tucson,  Ariz.  Earlier  that  month  he 
lectured  on  "The  Sexual  Revolution"  at  the  School 
of  Jewish  Studies  in  Great  Neck,  N.  Y. 

Dr.  William  G.  Montgomery,  assistant  professor  of 
urology,  participated  in  the  37th  annual  meeting  of  the 
Carolina  Urological  Association  in  Wrightsville  Beach. 
He  spoke  on  "A  Review  of  Adenocarcinomas  of  the 
Kidney  at  North  Carolina  Baptist  Hospital." 

*  *       ^!; 

Four  members  of  the  Bowman  Gray  faculty  par- 
ticipated in  the  annual  meeting  of  the  Gerontological 


Society  held  Nov.  9-11  in  St.  Petersburg,  Fla.  Dr. 
Norman  M.  Sulkin,  professor  and  chairman  of  the 
Department  of  Anatomy,  was  chairman  of  a  sym- 
posium on  "The  Laboratory  Animal  in  Gerontologic 
Research."  He  also  presented  the  introductory  paper 
on  "The  Needs  of  the  Gerontologist  for  Laboratory 
Animals."  Mrs.  Sulkin.  research  associate,  presented 
a  paper  on  "The  Effects  of  Age  on  the  Fine  Structure 
of  Autonomic  Ganglion  and  Cardiac  Muscle  Cells  in 
Chronically  Hypoxic  Rats." 

Dr.  Bill  C.  Bullock,  assistant  professor  of  laboratory 
animal  medicine,  spoke  on  "Common  Lesions  of  the 
Aged  Rat."  Dr.  Thomas  B.  Clarkson,  professor  and 
director  of  the  Department  of  Laboratory  Animal  Medi- 
cine,  presented   a   summary  of  the  symposium. 

*        *        ■■:■■ 

Dr.  James  M.  Toole,  professor  and  chairman  of  the 
Department  of  Neurology,  lectured  on  "Transient 
Ischemic  Attacks"  at  a  postgraduate  coui'se  on 
"Neurology  for  the  Internist"  Nov.  16  in  I>urham.  The 
course  was  sponsored  by  the  American  College  of  Phy- 
sicians. 

Dr.  Clark  E.  Vincent,  professor  of  sociology  and  di- 
rector of  the  Behavioral  Sciences  Center,  spoke  at  a 
symposium  of  the  Arizona  Academy  of  General  Prac- 
tice Nov.  11  in  Tucson.  His  topic  was  "Counseling  in 
Cases  Involving  Premarital  and  Extramarital  Preg- 
nancies." 
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Contact-Rama  Project 

The  Committees  on  Mental  Health  and  Medicine  and 
Religion  of  the  Medical  Society  of  the  State  of  North 
Carolina,  together  with  the  North  Carolina  Academy  of 
General  Practice  and  the  North  Carolina  Neuropsy- 
chiatric  Association,  are  sponsoring  a  project  of  con- 
tinuing education  for  physicians  on  psychiatric  topics 
in  the  area  of  general  psychiatric  education,  alcoholism, 
mental  retardation  and  children's  services,  and  medi- 
cine and  religion.  A  speakers'  bureau  is  maintained  on 
these  topics,  and  medical  physicians— local,  regional, 
and  state— may  contact  the  State  Medical  Society  re- 
garding a  program.  The  project  provides  a  limited 
honorarium  for  the  speaker. 

Since  the  fall  of  1965  about  2.000  physicians  have  re- 
ceived the  benefit  of  this  project.  Twenty -nine  pro- 
grams were  held  in  1967:  nine  on  alcoholism,  eleven 
on  general  mental  health  education,  two  on  mental 
retardation  and  children's  services,  and  seven  on  medi- 
cine and  religion. 

Ten  of  these  programs  were  presented  to  hospital 
staffs  around  the  state.  Nineteen  were  held  for  county 
medical  societies  which  have  a  combined  membership 
of  761  physicians.  All  total,  this  represents  over  30  hours 
of  postgraduate  education  for  1967. 


Wilson  Memorial  Hospital 
Postgraduate  Symposium 

The  third  annual  Wilson  Memorial  Hospital  Post- 
graduate Symposium,  on  "Heart  Disease  in  the  Child 
and  Adult,"  will  be  held  at  the  hospital  on  March  7, 
1968.  The  program  is  approved  for  seven  accredited 
hours  by  the  American  Academy  of  General  Prac- 
tice. Topics  and  speakers  follow. 

"Heart  Failure  in  Infancy  and  Childhood"— F. 
Kathryn  Edwards,  M.D.,  Atlanta. 

"The  Management  of  Pregnancy  Complicated  by 
Heart  Disease"— .lohn  C.  Ullery,  M.D.,  Columbus,  Ohio. 

"The  Dynamic  Nature  of  Static  X-ray  Studies  in 
Acquired  Heart  Disease"— Richard  G.  Lester.  M.D., 
Durham. 

"Recent  Advances  in  the  Management  of  Myocardial 
Infarction— James  "V.  Warren,  M.D.,  Columbus,  Ohio. 

"Recent  Advances  in  Cardiac  Surgery"— David  C. 
Sabiston,   Jr..  M.D..   Durham. 


John  W.  Umstead  Series  of 
distinguished  lectures 

The  fifth  annual  John  W.  Umstead  Series  of  Dis- 
tinguished Lectures  will  be  held  at  Raleigh  Memorial 
Auditorium.  Raleigh,  on  February  1  and  2.  Topic  of 
the  1968  series  is  "Alcoholism." 

Guest  lecturers  are  Eugene  A.  Hargrove,  M.D.,  North 
Carolina  Commissioner  of  Mental  Health:  Ebbe  Curtis 
Hoff.  Ph.D..  M.D.,  Bureau  of  Alcohol  Studies  and  Re- 
habilitation, Medical  College  of  Virginia:  Samuel 
Mallov,  Ph.D.,  Department  of  Pharmacy,  State  Uni- 
versity of  New  York;  The  Honorable  John  M.  Muvtagh, 
Justice,  the  Supreme  Court  of  the  State  of  New  York; 
David  J.   Pittman,   Ph.D.,  professor  of  sociology  and 
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director,  the  Social  Science  Institute,  Washington  Uni- 
versity, St.  Louis,  Mo.;  Thomas  F.  A.  Plaut.  Ph.D., 
N.P.H.,  assistant  chief.  National  Center  for  Preven- 
tion and  Control  of  Alcoholism,  National  Institute  of 
Mental  Health;  Harrison  M.  Trice,  Ph.D.,  New  York 
State  School  of  Industrial  and  Labor  Relations.  Cor- 
nell University:  William  P.  Wilson.  M.D.,  professor  of 
psychiatry,  Duke  University  Medical  Center;  and 
Peter  N.  Witt,  M.D.,  director.  Division  on  Research, 
North  Carolina  Department  of  Mental  Health. 


ranks  as  the  fourth  oldest  in  the  nation.  Maternity  care 
coverage  and  many  other  prepayment  features  now 
in  universal  practice  had  their  origin  in  North  Caro- 
lina. 


WATTS  Hospital  Medical  and 
Surgical  Symposium 

Watts  Hospital  will  hold  its  25th  annual 
Medical  and  Surgical  Symposium  at  the  Jack 
Tar  Hotel  in  Durham,  Friday  and  Saturday, 
February  23-24. 

Among  the  guest  speakers  will  be  Howard 
Naquin,  M.D.,  Wilmer  Ophthalmologic  Insti- 
tute, Baltimore,  Md. ;  Daniel  C.  Riordan. 
M.D.,  Tulane  University  School  of  Medicine, 
New  Orleans,  La. ;  Richard  S.  Ross,  M.D., 
Johns  Hopkins  Hospital,  Baltimore,  Md. ; 
Bruce  Logue,  M.D.,  Emory  University 
Clinic  Atlanta,  Ga.;  John  J.  Shea,  M.D., 
Memphis  Otologic  Clinic,  Memphis,  Tenn. ; 
Paul  W.  Gikas,  M.D.,  University  of  Michi- 
gan, Ann  Arbor;  and  Alexander  Marble, 
M.D.,  Joslin  Clinic,  Boston,  Mass. 

Panel  discussions  on  topics  of  general  in- 
terest will  be  held  at  Watts  Hospital,  Sat- 
urday afternoon. 


North  Carolina  Blue  Cross 
AND  Blue  Shield 

The  consolidation  of  two  Blue  Cross  and  Blue  Shield 
Plans  in  North  Carohna— Hospital  Saving  Association 
of  Chapel  Hill  and  Hospital  Care  Association  of  Dur- 
ham—became effective  January  1,  1968.  The  new  cor- 
poration will  be  known  as  North  Carolina  Blue  Cross 
and  Blue  Shield.  Inc. 

Consolidation  of  Hospital  Saving  and  Hospital  Care 
makes  North  Carolina  Blue  Cross  and  Blue  Shield 
enrollment  the  14th  largest  such  program  in  the  na- 
tion. The  two  plans  have  a  current  combined  enroll- 
ment of  more  than  one  and  one-fourth  million  per- 
sons, representing  25%  of  the  state's  total  population. 

The  new  corporation  will  continue  to  operate  out  of 
both  the  Chapel  Hill  and  Durham  offices  now  occupied 
by  the  two  former  Hospital  Saving  and  Hospital  Care 
associations. 

The  oldest  and  largest  hospital  and  medical  service 
agencies  in  North  Carolina,  Hospital  Care  Association 
and  Hospital  Saving  Association  were  founded  in  1933 
and   1935,   respectively.   The  North   Carolina   program 


MCV  Annual  Stoneburner 
Lecture  Series 

The  21st  annual  Stoneburner  Lecture  Series  of  the 
Medical  CoUege  of  Virginia,  Richmond,  will  be  held 
Feb.  22-23,  on  the  topic,  "Emphasis  on  Acid-Base 
Balance,  Structural  and  Functional  Renal  Disorders, 
and  the  Problems  of  the  Management  of  Acute  and 
Chronic  Renal  Disease."  Lecturers  will  include  mem- 
bers of  the  MCV  faculty  as  well  as  distinguished  speak- 
ers from  elsewhere  in  Virginia  and  other  states. 

A  block  of  rooms  has  been  reserved  for  registrants 
at  the  John  Marshall  Hotel,  and  reservations  should 
be  requested  directly  from  the  hotel. 


Symposium  on  Gynecology  Endocrinology 

The  Department  of  Obstetrics  and  Gynecology  at 
Vanderbilt  and  the  Nashville  Obstetrical  and  Gyne- 
cological Society  are  sponsoring  a  Symposium  on  Sat- 
urday, March  16,  1968,  entitled  "Advances  in  Gyne- 
cological Endocrinology." 

This  program  is  aided  by  a  grant-in-aid  from  the 
G.  D.  Searle  Company  and  the  registration  fee  of 
$10.00  includes  a  luncheon.  It  will  be  held  in  Under- 
wood Auditorium  on  the  main  Vanderbilt  University 
campus,  which  is  convenient  to  several  excellent  res- 
taurants and  motels  for  overnight  guests. 


Community  Mental  Health  Journal 

The  Community  Mental  Health  Journal  published 
by  Columbia  University  Press,  will  expand  from  a 
quarterly  to  a  bi-monthly  publication  in  1968  because 
of  a  growing  backlog  of  excellent  original  manuscripts. 
As  an  inducement  to  new  subscribers,  a  separate  mono- 
graph can  be  selected  free  of  charge  from  a  grow- 
ing list  that  includes  such  topics  as:  indigenous  non- 
professionals, worker's  mental  health,  the  psychological 
autopsy,  family  care  of  mental  illness,  and  the  bussing 
of  Negro  children. 

The  Journal  is  also  sponsoring  the  publication  of 
two  new  testing  instruments  in  the  field:  ili  Com- 
munity Mental  Health  Idiology  Scale,  and  i2)  Com- 
munity Adaptation  Schedule.  Further  information  may 
be  obtained  by  writing  to:  Community  Mental  Health 
Journal,  Columbia  University  Press.  605  West  115th 
Street,  Room  301,  New  York.  New  York  10025. 


National  Institutes  of  Health 

The  cooperation  of  physicians  is  requested  in  a  study 
of  lymphosarcoma  and  reticulum  cell  sarcoma  in 
children  and  young  adults.  This  study  is  being  con- 
ducted by  the  Medicine  Branch  of  the  National  Cancer 
Institute  at  the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland. 
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Slides  of  pathologic  material  must  be  submitted  for 
review  before  patients  can  be  accepted. 

Of  particular  interest  are  those  patients  with  clin- 
ical and  histologic  features  similar  to  the  malignant 
lymphoma  of  African  children  iBurkitt  tumor).  These 
patients  generally  present  with  jaw,  ovarian,  or  ab- 
dominal masses.  The  purpose  of  this  study  is  to 
conduct  immunologic,  virologic,  pathologic,  and  chemo- 
therapeutic  studies. 

Suitable  patients  will  be  admitted  to  the  Clinical 
Center  in  Bethesda.  Maryland,  or  to  one  of  the  partici- 
pating medical  centers.  Physicians  who  wish  to  have 
their  patients  considered  for  the  study  may  write  Paul 
P.  Carbone,  M.D..  The  Clinical  Center,  National  Insti- 
tutes of  Health.  Building  10-Room  12-N-226.  Bethesda, 
Md.  20014. 


U.  S.  Department  of 
Health,  Education,  and  Welfare 

"The  Practitioner  and  The  Elderly."  the  first  in  a 
series  of  four  publications  to  be  released  under  the 
general  title  "Working  with  Older  People:  A  Guide  to 
Practice,"  has  been  issued  by  the  Public  Health 
Service,  U.  S.  Department  of  Health.  Education,  and 
Welfare. 

Describing  aging  and  the  world  of  health  care,  "The 
Practitioner  and  The  Elderly"  is  aimed  at  helping  the 
health  practitioner  understand  the  elderly  person  and 
the  accompanying  physical,  mental,  and  social  changes 
that  come  with  age.  The  publication  also  provides 
background  on  health  maintenance  in  care  of  the 
elderly  and  presents  guidelines  for  the  planning  of 
community  health  services  for  the  elderly. 

Single  copies  of  "The  Practitioner  and  The  Elderly" 
iPHS  Publication  No.  1459,  Vol.  It  are  available  with- 
out charge  from  the  Division  of  Chronic  Diseases,  Pub- 
lic Health  Service,  4040  North  Fairfax  Drive,  Arhngton, 
Virginia  22203.  The  publication  may  be  bought  from 
the  Superintendent  of  Documents,  Government  Print- 
ing Office.  Washington.  D.C.  20402.  at  40  cents  a  copy 
of  $30  per  100  copies. 


Borden  Introduces  New  Food  Product 

A  new.  carbohydrate-free  food  product  is  being  in- 
troduced for  the  dietary  management  of  children  and 
adults  unable  to  handle  complex  sugars.  The  product. 
Cho-Free,  was  developed  by  the  Pharmaceutical  Di- 
vision of  The  Borden  Company.  It  is  a  liquid  concen- 
trate formulated  from  a  soy  protein  isolate  and  forti- 
fied with  vitamins,  minerals,  and  the  essential  amino 
acid,  methionine.  Crystalline  dextrose,  a  readily-ab- 
sorbed sugar,  is  supplied  for  addition  to  the  formula 
base  with  water. 

The  product  has  been  clinically  tested  successfully 
with  individuals  suffering  from  a  permanent  or  tem- 
porary loss  of  some  intestinal  enzymes  required  to 
split  the  complex  sugars  found  in  milk  and  other  foods. 


The  Montk  in  Waskin^ton 

The  National  Advisory  Commission  on 
Health  Manpower  reported  that  the  nation's 
health  care  system  must  be  improved  to  as- 
sure that  quality  health  care  is  available  to 
all  Americans  at  a  reasonable  cost. 

The  15-member  commission,  in  its  report 
to  President  Johnson,  urged  a  substantial 
expansion  in  the  capacity  of  existing  medical 
schools  and  continued  development  of  nev>- 
schools.  At  the  same  time,  the  advisory  group 
said  that  "although  the  need  for  more  phy- 
sicians is  urgent,  the  costs  and  dangers  of 
a  crash  effort  to  increase  production  appear 
to  outweigh  the  benefits." 

The  Commission,  headed  by  J.  Irwin  Mil- 
ler, chairman  of  the  Cummins  Engine  Co., 
Columbus,  Ind.,  was  set  up  in  May,  1966,  by 
President  Johnson  to  recommend  bold, 
imaginative  ways  to  meet  health  manpower 
needs.  Five  physicians  signed  the  report, 
including  Dwight  Wilbur,  M.D.,  president- 
Elect  of  the  American  Medical  Association. 

The  Commission  members  agreed  that 
tackling  the  problem  of  manpower,  alone, 
would  not  cure  present  ills. 

".  .  .  If  additional  personnel  are  employed 
in  the  present  manner  and  within  the  present 
patterns  and  systems  of  care,  they  will  not 
avert,  or  even  perhaps  alleviate,  the  crisis," 
the  Commission  said. 

"Unless  we  improve  the  system  through 
which  health  care  is  provided,  care  will  con- 
tinue to  become  less  satisfactory,  even  though 
there  are  massive  increases  in  costs  and  in 
numbers  of  health  personnel." 

The  Commission  recommendations  were 
accompanied  by  an  assertion  that  govern- 
ment alone  is  not  big  enough  to  solve  the 
problems  of  health  care  for  the  American 
people. 

The  American  Medical  Association's  House 
of  Delegates  at  its  recent  meeting  in  Hous- 
ton, Tex.,  approved  a  report  of  the  Board 
of  Trustees  on  the  Commission's  report.  The 
Board  stated : 

The  'Report  of  the  National  Advisory  Commission 
on  Health  Manpower'  reflects  much  of  the  serious 
attention  given  to  the  evolving  needs  of  health  care 
long  recognized,   studied  and  implemented  by  the 
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American    Medical    Association    and    other    profes- 
sional groups  in  the  health  fields. 

The  House  of  Delegates  and  the  Board  of  Trustees 
of  the  AMA  have  not  had  time  to  study  the  Report 
carefully.  .  .  .  However,  it  appears  to  recognize  the 
needs  arising  from  the  rapid  growth  of  the  public's 
desire  for  health  care.  This  attitude  is  the  result 
of  increasing  awareness  of  the  great  advances  in 
medical  science  and  techniques,  and  of  the  pro- 
longation of  life  for  millions  into  middle  and  ad- 
vanced ages.  .  .  . 

The  Commission's  proposals  included: 

— Federal  funds  in  support  of  capital  or 
operating  costs  of  education  should  be  pro- 
vided to  a  medical  school  in  such  a  way  that 
they  create  economic  incentives  for  the 
school  to  expand  enrollment  while  improving 
its  quality. 

— The  federal  government  should  make 
available  to  any  medical  student  loans  to 
cover  the  full  costs  of  tuition  and  living 
expenses  during  formal  professional  ed- 
ucation. The  student  should  be  able  to 
choose  between  repaying  the  loan  from  earn- 
ings over  a  period  of  years  or  giving  two 
years  of  his  time  to  approved  national  serv- 
ice apart  from  Selective  Service  obligations. 

(Dr.  Wilbur  said  of  these  two  recommen- 
dations :  "I  believe  the  principle  is  not  sound 
and  that  the  recommendations  are  imprac- 
tical, unnecessary,  will  not  serve  the  pur- 
poses intended,  and  will  be  largely  unaccep- 
table to  most  students.") 

— The  federal  government  should  give 
high  priority  to  the  support  under  university 
direction  of  experimental  programs  which 
train  and  utilize  new  categories  of  health 
professionals. 

— At  a  minimum,  foreign-trained  physi- 
cians who  will  have  responsibility  for  patient 
care  should  pass  tests  equivalent  to  those  for 
graduates  of  U.  S.  medical  schools. 

— The  Selective  Service  Act  should  be 
amended  to  provide  for  the  automatic  trans- 
fer of  the  records  of  every  draft-eligible 
health  professional,  upon  his  graduation 
from  professional  school,  from  the  local 
board  of  his  original  registration  to  the  local 
board  in  whose  jurisdiction  he  works  and 
for  subsequent  transfer  with  each  change  in 
the  location  of  his  work. 

— The    Selective    Service    Act    should    be 


amended  to  provide  equal  draft-liability  for 
U.  S.  and  foreign  medical  graduates. 

—Service  with  the  U.  S.  Public  Health 
Service  should  be  phased  out  as  a  substitute 
for  the  military  obligation  of  health  pro- 
fessionals. 

— The  Department  of  Defense  should  be 
instructed  to  encourage  the  greater  use  of 
the  Military  Medicare  Amendments  of  1965 
and  should  study  the  feasibility  of  utilizing 
voluntarily  obtained  health  professionals 
in  military  facilities  located  in  the  United 
States. 

— Nursing  should  be  made  a  more  attrac- 
tive profession  by  such  measures  as  appro- 
priate utilization  of  nursing  skills,  increased 
levels  of  professional  responsibilities,  im- 
proved salaries,  more  flexible  hours  for  mar- 
ried women,  and  better  retirement  provis- 
ions. 

Programs  for  health  care  of  the  disad- 
vantaged should  be  given  highest  priority 
and  made  available  wherever  needed. 

— Professional  societies,  universities,  and 
state  governments  should  undertake,  with 
federal  support,  studies  on  the  development 
of  guidelines  for  state  licensure  codes  for 
health  personnel. 

— Professional  societies  and  state  govern- 
ments should  explore  the  possibility  of 
periodic  relicensing  of  physicians  and  other 
health  professionals. 

— Professional  societies,  health  insurance 
organizations,  and  government  should  ex- 
tend the  development  and  effective  use  of  a 
variety  of  peer  review  procedures  in  main- 
taining high  quality  health  and  medical 
care. 

President  Johnson  signed  a  $281  mil- 
lion mental  retardation  bill  with  a  state- 
ment that  the  nation  still  is  not  doing  enough 
to  solve  the  problem. 

He  said  that  in  dealing  with  the  problem 
of  mental  retardation  it  was  clearly  the 
obligation  of  the  nation  to  act.  "We  are  not 
doing  enough,  we  must  do  more,  we  are  go- 
ing to  do  more."  Johnson  said. 

The  bill  strengthens  federal  aid  for  the 
construction  of  new  facilities  for  the  men- 
tally retarded. 
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Book  Review 

Reading   Disability.   By   Lloyd   J.    Thompson.   M.D. 

201  pages.  Illinois:   Charles  C.  Thomas,  Publisher, 

1966. 

Reading  disabilities  in  children  without  associated 
language  or  developmental  disorders  have  now  been 
recognized  as  separate  entities  for  more  than  three 
quarters  of  a  century.  The  work  of  Dr.  Samuel  L. 
Orton  has  proven  to  be  highly  significant  in  identify- 
ing this  disorder.  This  book  is  based  primarily  on  Dr. 
Orion's  work  and  the  continuation  of  his  studies. 

Reading  disability,  or  dysle.xia.  is  presented  from 
many  aspects.  A  history  of  this  disorder  from  the 
earliest  observations  to  the  present  is  given.  The 
recognition  of  dyslexia  as  a  neurologically  based  prob- 
lem is  traced,  with  emphasis  placed  on  the  contribu- 
tion of  Dr.  Orton. 

The  viewpoint  of  the  psychoanalysts,  psychologists, 
and  educators  who  place  emphasis  on  environmental 
and  emotional  factors  is  given  attention. 

The  purpose  of  the  book  is  to  give  an  overview  of 
current  knowledge  concerning  reading  disabilities.  A 
wide  range  of  topics  is  covered.  These  "range  from 
neurological  concepts  of  aphasia  and  innate  or  con- 
stitutional factors  in  reading  disability  to  the  more 
recent  neurological  and  neurophysical  studies  of  cere- 
bral dominance  and  of  genetics  as  they  relate  to 
reading  disability." 

Developmental  dysle.xia  is  a  field  which  needs  a 
definitive  text.  Much  of  the  work  that  has  been  done 


GENERAL  PRACTITIONERS 
Two  positions  open  for  qualified,  experi- 
enced general  practitoners  in  new,  modern 
100-bed  hospital  in  Raleigh.  Unusual  op- 
portunity for  experience  in  the  challeng- 
ing new  field  of  forensic  psychiatry.  Fac- 
ility operated  by  the  State  Department  of 
Corrections  but  under  medical  supervision 
of  the  State  Department  of  Mental  Health. 
Salary  open.  Benefits  include: 

•  Opportunity  for  participation  in  re- 
search, education  and  training  pro- 
grams 

•  40-hour  work  week 

•  Travel  to  professional  meetings 

•  10  paid  holidays  per  year 

•  Liberal  retirement  and  disability  bene- 
fits 

•  3  weeks  vacation 

•  10  days  sick  leave 

For  additional  information,  write: 
Eugene  A.  Hargrove,  M.D.,  N.  C.  Commis- 
sioner of  Mental  Health.  Box  9494,  Ra- 
leigh. 


in  the  field  is  scattered,  and  progress  in  the  field  is 
difficult  to  ascertain.  For  this  reason  the  basic  pur- 
pose of  this  book  is  good.  Dr.  Thompson  has  attempted 
to  correlate  the  work  of  many  researchers. 

Dr.  Thompson  presents  several  points  of  view,  but 
emphasis  is  obviously  placed  on  the  viewpoint  of 
Dr.  Orton.  Dr.  Orton's  work  was  highly  significant; 
however,  the  relationship  between  reading  problems 
and  neurologic  dysfunction  has  not  been  established. 

Dr.  Thompson  provides  an  excellent  short  history 
of  aphasia.  Sporadic  reports  of  this  problem  are  dated 
as  early  as  400  B.C.,  but  it  has  only  been  during  the 
nineteenth  and  twentieth  century  that  significant  prog- 
ress has  been  made. 

The  author's  style  is  readable,  and  the  material  is 
interesting.  The  book  is  well  organized  and  easy  to 
understand. 


Classified  Advertisements 

General  Practice  equipment  for  sale.  E.K.G.,  X-ray 
200  MA  unit,  B.M.R.,  Diathermy,  and  office  furniture, 
$5,000.  Excellent  location.  Long  term  lease  available. 
Just  north  of  Winston-Salem,  North  Carolina.  Home 
telephone  767-2205.  ONDJ 

WANTED:  One  or  two  doctors  for  family  practice  for 
area  of  6,000  people  in  piedmont  section  of  N.  C. 
Complete  office  facilities  available.  Practice  good  for 
a  net  of  $50,000  plus  a  year.  Contact  C.  C.  Wheeler, 
Pr.,  Creedmoor  Drug  Co.,  Creedmoor,  N.  C.  27522. 
PHONE:   992-3781  —  Night  PHONE:   992-9091.      NDJ 

Wanted— GP's  to  work  as  staff  physicians.  Salary 
$12,000-$22,000.  Fringe  benefits.  Contact  Superinten- 
dent, Dorothea  Dix  Hospital,  Raleigh,  North  Carolina. 

SONDJF 

NLMH  residency  training  in  approved  three  year  pro- 
gram. Stipend  $11,500  to  $12,000.  Applicants  must  have 
completed  four  years  or  more  of  practice  in  field  of 
medicine  other  than  psychiatry  after  an  approved 
internship.  Applicants  should  not  be  over  45.  Address 
inquiries  to  Chairman,  Department  of  Psychiatry, 
Medical  College  of  Virginia,  Richmond,  Virginia  23219. 
Include    curriculum    vitae   and    recent   photograph. 

For  Rent:  Furnished  office  facilities  for  the  practice  of 
internal  medicine.  This  includes  large  reception  room, 
doctor's  office,  three  examining  rooms  and  one  room 
with  X-Ray  and  fluoroscope  equipment;  also  complete 
laboratory.  The  above  space  formerly  occupied  by 
the  late  Dr.  R.  Henry  Temple,  M.D.  F.A.C.P.  Kinston, 
N.  C.  For  further  information  call  or  contact  Trust 
Department,  Branch  Banking  and  Trust  Company, 
Kinston,  N.  C.  or  Wilson  N.  C. 

Partner  urgently  needed  to  associate  with  37  year  old 
G.P.  to  replace  partner  leaving  the  state.  Very  busy 
dual  practice  in  North  Carolina's  largest  city.  Ex- 
cellent hospital  and  office  facilities.  Fine  medical 
community.  Exceptional  financial  opportunity.  Hos- 
pital privileges  require  one  year  any  type  residency. 
Reply:  C.  O.  Chrysler,  3319  Gresham  Place,  Charlotte, 
North   Carolina.   28211  TF 


.et's  be  specific  about  Campbell's  Soups... 

and  A£(^^icma  G(ce^ 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a  reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a  sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a  patient  in- 
struction booklet  and  a  set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a  supply  for  your  office  write  to : 
Campbell  Soup  Company,  Box  265.  Camden,  N.J.  08101 
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LOMOTIL 

TABLETS/ LIQUID 

Each  tablet  and  each  5  cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate    0.025  mg. 


Halts  Diarrhea  Promptly 

in  children  with  .  .  .  Gastroenteritis  ■  Spastic  bowel 
influenza-like  infections  ■Antibiotic-induced  diarrhea 


Lomotil  helps  get  children  with  diarrhea  off  toast  and  tea  and  back  to  normal 
diets  and  normal  activity  with  gratifying  dispatch.  ■  Lomotil  lowers  intestinal 
-notihty  and  permits  absorption  of  excess  fluid.  This  usually  controls  diarrhea 
oromptly.  ■  Moreover,  lowered  intestinal  motility  achieved  with  Lomotil  often 
reheves  the  abdominal  cramps  and  discomfort  so  distressing  to  children. 


Precautions:  Lomotil  is  a  Federally  exempt 
larcotic  preparation  of  very  low  addictive 
Dotential.  Recommended  dosages  should 
act  be  exceeded,  and  medication  should  be 
<ept  out  of  reach  of  children.  Should  acci- 
dental overdosage  occur  signs  may  include 
severe  respiratory  depression,  flushing, 
jiethargy  or  coma,  hypotonic  reflexes,  nys- 
tagmus, pinpoint  pupils,  tachycardia; 
:ontinuous  observation  is  recommended. 
Lomotil  should  be  used  with  caution  in  pa- 
tients with  impaired  Hver  function  or  those 
taking  addicting  drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively  un- 
:ommon  but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
aess,  cutaneous  manifestations,  rest- 
lessness, insomnia,  numbness  of  the 
extremities,  headache,  blurring  of  vision, 
swelling  of  the  gums,  euphoria,  depression 
and  general  malaise. 


Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea 
is  controlled,  are : 

Children:  Total  Daily  Dosage 

3-6  mo.   .  .V2  tsp.*  t.i.d.  (3  mg.)  |[    |[    |[ 

6-12  mo.    .V2  tsp.  q.i.d.  (4  mg.)     |i    f    |[    |[ 

1-2  yr.   .  .  .Vz  tsp.  5  times  daily  (5  mg.) 

2-5  yr.   .  .  .1  tsp.  t.i.d.  (6  mg.)  |    |    | 

5-8  yr.   .  .  .1  tsp.  q.i.d.  (8  mg.)    |    |    |    | 

8-12  yr.   .  .1  tsp.  5  times  daily  (10  mg.)   |[    |    |    | 

AduitS;.  .2  tsp.  5  times  daily  (20  mg.)||  ||||   IJ  || 


!! 


or  2  tablets  q.i.d. 


90     ee   OQ 


*Based  on  4  cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 
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He's  on  the  wagon...an 


ow  well  does  Vistaril  relieve  the  symptoms  that 
ague  an  alcoholic  during  the  recovezy  period  ? 
octors  Knott  and  Beard  of  the  Alcoholic  Reha- 
litation  Unit,  Tennessee  Psychiatric  Hospital 
id  Institute,  recently  conducted  a  double-blind 
udy  comparing  Vistaril  and  another  well- 
tablished  antianxiety  agent  with  placebo  in  60 
ironic  alcoholic  patients. ^ 
16  investigators  conclude :  "It  was  the  opinion 

the  staff  that  hydroxyzine  was  generally  more 
fective  than  chlordiazepoxide,  for  the  follow- 
g  reasons :  hydroxyzine  was  equally  if  not  more 
fective  in  reducing  anxiety  and  tension  and  it 
-oduced  less  daytime  sedation. . .  ."^  (See  results 

succeeding  pages.) 
ere  is  new  evidence  that  Vistaril  can  ease  ten- 
an,  allay  anxiety  in  chronic,  hospitalized  alco- 
lic  patients.  But  you  might  also  choose  Vistaril 
r  what  it  doesn't  do.  Although  not  evaluated  in 
is  study,  Vistaril  is  reported  to  be  non-euphor- 
nt,  and  its  low  toxicity  makes  it  relatively  safe, 
est  of  all,  Vistaril  is  non-habituating.  To  date, 
ter  more  than  ten  years  of  clinical  use,  there 
ive  been  no  reports  of  dependency  in  patients 
iceiving  Vistaril. 

ith  Vistaril,  it  is  as  easy  to 
:op  therapy  as  it  is  to  start. 


HYDROXYZINE 
PAMOATE) 


the  study:'  Sixty  chronic  alcoholic  patients 
were  hospitalized  and  randomly  assigned  to  one 
of  three  oral  double-blind  treatment  regimens 
for  three  weeks.  Twenty  patients  received  hy- 
droxyzine (Vistaril®),  100  mg.  q.i.d. ;  twenty 
others  were  given  chlordiazepoxide,  25  mg.  q.i.d. ; 
and  the  remaining  twenty  received  placebo  cap- 
sules q.i.d.  The  capsule  code  was  not  made  known 
until  after  completion  of  the  study  and  analysis 
of  the  data.  Response  was  measured  with  a  modi- 
fication of  the  Brief  Psychiatric  Rating  Scale  as 
originally  outlined  by  Overall  and  Gorham.*  Sub- 
jects were  rated  daily  by  trained  staff  members. 

SYMPTOM  RATING  KEY 


l=Not  Present 

4=Moderately  Severe 

2=Mild 

5=Severe 

3=Moderate 

6=Extremely  Severe 

The  figures  which  are  given  below  represent  the  composite 
conclusions  of  the  staff  based  on  daily  ratings  during  initial  and 
final  weeks  of  the  study. 
•Psychological  Reports  10:799,  1962 


the  results' 


DURING 
I  FIRST  WEEK 


I  DURING 

I  THIRD  WEEK 


Anxiety  reduced  with  Vistaril 


Composite  Rating  of  Anxiety: 

12  3 


VISTARIL 

(hydroxyzine 

pamoate) 


Chlor- 
diazepoxide 


Placebo 


FIRST 

WEEK 

THIRD 
WEEK 

FIRST 

WEEK 

THIRD 
WEEK 

J 

FIRST 

WEEK 

THIRD 
,  WEEK 

ML 

OVERALL  REDUCTION  OF  ANXIETY  (%) 

VISTARIL  (hydroxyzine  pamoate)    Chlordiazepoxide     Placebo 
50%  33%  20% 


Tension  eased  with  Vistaril 

Composite  Rating  of  Tension: 

12  3  4 


VISTARIL 

(hydroxyzine 

pamoate) 


Chlor- 
diazepoxide 


Placebo 


OVERALL  REDUCTION  OF  TENSION   (%) 

VISTARIL  (hydroxyzine  pamoate)    Chlordiazepoxide     Placebo 
40%  34%  27% 


FIRST 

WEEK 

THIRD 
WEEK 

FIRST 
WEEK 

THIRD 
WEEK 

FIRST 
WEEK 

.THIRD 
WEEK 

lEASE  SEE  LAST  PAGE  FOR  PRESCRIBING  INFORMATION 


In  Alcoholism... 


"Both  hydroxyzine  and  chlordiazepoxide  were 
generally  more  effective  than  the  placebo. 
In  some  aspects,  hydroxyzine  was  superior  to 
chlordiazepoxide,  which  is  currently  the 
most  frequently  used  psychotropic  drug  in 
the  management  of  alcoholism."^ 


SOURING   FIRST  WEEK 


DURING  THIRD  WEEK 


Depressive  mood  improved 
with  chlordiazepoxide 

Composite  Rating  of  Depression: 

12  3  4  5 


VISTARIL 

(hydroxyzine 
pamoate) 


Chlor- 
diazepoxide 


Placebo 


FIRST 
WEEK 

THIRD 
WEEK 

^ 

FIRST 
WEEK 

LTHIRD 
[WEEK 

FIRST 
WEEK 

THIRD 
WEEK 

1 

OVERALL  IMPROVEMENT   IN   DEPRESSIVE  MOOD   (%) 

VISTARIL  (hydroxyzine  pamoate)    Chlordiazepoxide     Placebo 
20%  30%  13% 

Guilt  feelings  allayed 
with  Vistaril 

Composite  Rating  of  Guilt  Feelings: 


VISTARIL 

(hydroxyzine 

pamoate) 

2               3               4               5               6 

FIRST 
WEEK 

WEEK 

™"1 

Chlor- 

FIRST 
WEEK 

diazepoxide 

jTHIRD 
(WEEK 

Placebo 

FIRST 
WEEK 

THIRD 
WEEK 

■- 

OVERALL  DECREASE  IN  GUILT  FEELINGS  (%) 

VISTARIL  (hydroxyzine  pamoate)    Chlordiazepoxide     Placebo 
34%  17%  17% 


Emotional  withdrawal  counter- 
acted with  chlordiazepoxide 

Composite  Rating  of  Emotional  Withdrawal: 
12               3               4               5 

VISTARIL 

(hydroxyzine 
pamoate) 

FIRST 

WEEK 

1 

THIRD 
WEEK 

!• 

Chlor- 

FIRST 
WEEK 

diazepoxide 

THIRD 
WEEK 

-■ 

Placebo 

FIRST 
WEEK 

THIRD 
WEEK 

1 

OVERALL  IMPROVEMENT   IN   EMOTIONAL  WITHDRAWAL  (%, 

VISTARIL  (hydroxyzine  pamoate)    Chlordiazepoxide     Placeb( 
21%                                      27%                   13% 

Somatic  concern  alleviated  to  i 
minor  degree  in  each  group 

Composite  Rating  of  Somatic  Concern: 

12               3               4               5 

VISTARIL 

(hydroxyzine 
pamoate) 

FIRST 
WEEK 

THIRD 
WEEK 

■^ 

I  P 

Chlor- 

FIRST 
WEEK 

diazepoxide 

THIRD 

WEEK 

• 

Placebo 

FIRST 
WEEK 

THIRD 
WEEK 

1 

OVERALL  ALL 

EVIATIO 

N  OF  S 

OMATIC 

CONCE 

RN   {%) 

i 

J 

VISTARIL  (hydroxyzine  pamoate)    Chlordiazepoxide 
17%  13% 


Placeb 
14%  1 


Less  drowsiness  with  Vistaril 


Drowsiness 

Dizziness 

Mouth 
Dryness 

Increased 

Motor 

Activity 

Ataxia 

Nausea 

1 

Comments 

VISTARIL 

(hydroxyzine 
pamoate) 

6  patients 
(mild) 

3  patients 
(mild) 

2  patients 
(moderate) 

— 

— 

— 

Side 
Effects 
Not  Treated 

Chlor- 
diazepoxide 

10  patients 
(severe 
in  6) 

4  patients 
(mild) 

— 

1  patient 
(moderately 
severe  in 
first  week 
but  gradually 
subsided) 

— 

— 

Side                ' 
Effects           ; 
Not  Treated 

Placebo 

2  patients 
(mild) 

2  patients 
(mild) 

— 

— 

1  patient 
(mild) 

2  patients 
(mild) 

Side                ; 
Effects 
Not  Treated 

FIRST 
WEEK 

THIRD 
WEEK 

1 

FIRST 
WEEK 

THIRD 
WEEK 

M 

FIRST 
WEEK 

THIRD 
WEEK 

Increase  in  hostility  minimized 
rith  Vistarll  and  chlordiazepoxide 

Composite  Rating  of  Hostility: 


VISTARIL 

ydroxyzine 

pamoate) 


Chlor- 
iazepoxide 


Placebo 


DERAIL  CHANGE  IN   HOSTILITY   (%) 

STARIL  (hydroxyzine  pamoate)    Chlordiazepoxide     Placebo 
5%  4%  -28% 

looperativeness  not  a  significant 
problem 

Composite  Rating  of  Uncooperativeness: 

12  3  4  5  6 


VISTARIL 

ydroxyzine 

pamoate) 


Chlor- 
iazepoxide 


Placebo 


/ERALL  CHANGES  IN  COOPERATIVENESS  {%) 

STARIL  (hydroxyzine  pamoate)    Chlordiazepoxide      Placebo 
No  change  31%  -70% 


FIRST 

WEEK 

THIRD' 
WEEK 

FIRST 
WEEK 

WEEKjJ 

FIRST 
WEEK 

tttlRIJ 
WEEK 

!1 
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iHYDROXYZINE 
PAMOATE) 


BRIEF  SUMMARY 

Co7itraindications :  Hypersensitivity  to  hydroxyzine.  The  pa- 
renteral solution,  for  intramuscular  or  intravenous  use,  must 
not  be  injected  subcutaneously  or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  sub- 
stantially above  the  human  therapeutic  range.  Clinical  data  in 
human  beings  are  inadequate.  Until  adequate  data  are  avail- 
able to  establish  safety  in  early  pregnancy,  hydroxyzine  is 
contraindicated  during  this  period. 

Precautions :  Hydroxyzine  may  potentiate  the  action  of  central 
nervous  system  depressants  such  as  narcotics  and  barbiturates. 
In  conjunctive  use,  dosage  for  these  drugs  should  be  decreased, 
as  much  as  50%.  Because  drowsiness  may  occur,  patients  should 
be  cautioned  against  driving  a  car  or  operating  dangerous 
machinery.  The  usual  precautions  for  intramuscular  injection 
should  be  followed;  soft-tissue  reactions  have  rarely  been  re- 
ported when  proper  technique  has  been  used.  Hydroxyzine 
parenteral  solution  for  intramuscular  use  should  be  injected 
well  within  the  body  of  a  relatively  large  muscle.  In  adults, 
the  preferred  sites  are  the  upper  outer  quadrant  of  the  buttock 
(i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh.  In  children, 
preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region 
should  only  be  used  when  necessary,  as  in  burn  patients,  in 
order  to  minimize  the  possibility  of  damage  to  the  sciatic 
nerve.  The  deltoid  area  should  be  used  only  if  well  developed, 
such  as  in  certain  adults  and  older  children,  and  only  with 
caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspira- 
tion should  be  done  to  help  avoid  intravascular  injection.  On 
reported  intravenous  injection  a  few  instances  of  digital  gan- 
grene have  occurred  distal  to  the  injection  site,  considered  to 
be  due  to  inadvertent  intra-arterial  injection  or  possibly  peri- 
arterial extravasation.  Therefore,  particular  caution  (aspira- 
tion and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or 
extravasation.  Intravenous  administration  should  be  accom- 
plished slowly,  no  faster  than  25  mg.  per  minute,  and  not  to 
exceed  100  mg.  in  any  single  dose.  In  order  to  avoid  possible 
adverse  effects  it  is  recommended  that  hydroxyzine  parenteral 
solution  be  diluted  to  at  least  50  cc.  with  sterile  normal  saline 
and  administered  over  a  period  of  four  minutes  or  more,  pref- 
erably into  the  tubing  of  a  running  intravenous  infusion. 
Adverse  Reactions:  Drowsiness  may  occur;  if  so,  it  is  usually 
transitory  and  may  disappear  in  a  few  days  of  continued 
therapy  or  upon  dosage  reduction.  Dryness  of  the  mouth  may 
occur  with  higher  doses.  Involuntary  motor  activity,  including 
rare  instances  of  tremor  and  convulsions,  has  been  reported, 
usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal 
amounts  of  intravascular  hemolysis  occur  at  the  site  of  injec- 
tion. Giving  the  maximum  recommended  intravenous  dose 
(100  mg.)  to  adults  results  in  immediate  transient  hemolysis 
with  the  liberation  of  a  total  of  2-3  grams  of  hemoglobin, 
which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction 
from  which  approximately  8  Gm.  of  hemoglobin  are  liberated 
every  24  hours.  If  the  hydroxyzine  is  diluted  with  50  cc.  of 
normal  saline  and  given  during  a  period  of  four  minutes  or 
more,  this  phenomenon  does  not  occur. 

Supply ;  Vistaril  (hydroxyzine  pamoate)  Capsules:  Equivalent 
to  25  mg.,  50  mg.,  100  mg.  hydroxyzine  HCl.  Vistaril  (hydroxy- 
zine pamoate)  Oral  Suspension  :  Equivalent  to  25  rag.  hydroxy- 
zine HCl  per  5  cc.  teaspoonful.  Vistaril  (hydroxyzine  HCl) 
Parenteral  Solution:  25  mg./cc— 10  cc.  vial  and  50  mg./cc— 
2  cc.and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc,  1  cc.per  unit. 

More  detailed  professional  information  available   on  request. 

Reference:  1.  Knott,  D.H.  and  Beard,  J.D.:  GP  36:118,  Sep- 
tember, 1967. 
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LABORATORIES  DIVISION 

New  York,  N.Y.  10017 


Night  Leg  Cramps . . .  Unwelcome  Bedfellow 
n  Diabetes)  Arthritis^  and  Peripheral  Vascular  Disorders^ 


now . . .  specific  therapy  for  night  leg  cramps 


QUIIMAMM 


TM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  coses  refractory  to  other  medica- 
tion.' Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  .  .  .  helps  restore  restful  sleep. 


THE  NATIONAL  DRUG  COMPANY 

DiV'SiON  OF  RICHARDSON  MERRElL  INC 
PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled, compressed  tablet  contains;  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions;  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visuol  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
Increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied;  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
etal.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 
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Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:    Hypothyroid    conditions.    Contraindications: 

Thyrotoxicosis,  acute  myocardial  Infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  cortlcolds  with  LETTER*  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  In  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  relnstltute  at  a  lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  Initial  adult  dosage  is  0.1  mg. 
dally.  This  may  be  Increased  In  small  Increments  every  one  to 
three  weeks  until  proper  metabolic  balance  Is  achieved.  Avail- 
able :  Bottles  of  1 00  tablets.  In  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 
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Mans  best  f riend'in  wintertime  diarrheas 

In  winter  "flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(asinDonnatal  ).  Donnagel  treats  the  whole  diarrhea 
problem.    Available    on    your    prescription    or 

recommendation.  a    H    Robms  company,  Richmond,  Va.  23220 
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ADVERTISEMENTS 
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THERE'S  A 
FORMULATION 
FOR  EVERY 
COUGHING  NEED 


All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a  demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSm® 

Each  5  cc.  contains: 

Glyceryl  guaiacolate 100      mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 
ROBITUSSIN®  A-C 

Each  5  cc.  contains: 

Glyceryl  guaiacolate 100      rng. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 

(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 

ROBITUSSIN®-DM 

Each  5  cc.  contains: 

Glyceryl  guaiacolate 100      mg. 

Dextromethorphan  hydrobromide    .      IS.Omg. 
Alcohol,  1.4% 

New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  couah 
ROBITUSSIN®-PE 
Each  5  cc.  contains: 

Glyceryl  guaiacolate 100     mg. 

Phenylephrine  hydrochloride  .     .    .       10.0  mg. 
Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

« 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

« 

ANTIHISTAMINE 

9 

LONG-ACTING  (6-8  HOURS) 

a 

NASAL,  SINUS  DECONGESTANT 

• 

A,  H.  Rcbms  Company,  Richmond,  Va.  23220 
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Perhaps  there  have  been  times  whpn 
you  wanted  to  prescribe  erSmycIn 

you  can'wi^h"'  'k°^''"'^  Patients'wow 
you  can-with  a  choice  of  two  new 
fme-tasting  pediatric  forms. 


New- Two  Pediatric  Forms  of 
Erythromycin  and  Triple  Sulfas 


ERYTHROCr-Sulfss 

CtmaMi 


rRI^KtPYBIUIOlNtS 

CH(#wi[  uairrs 

CntKA   >ttnV  <USJi  1 


ERYTHROCIN-SULFAS 

Chewable   (Erythromycin  ethyl 
succinate-trisulfapyrimidines  chewable 
tablet) 


ERYTHROCIN-SULFAS 

Granules  (Erythromycin  ethyl 
succinate-trisulfapyrimidines  granules  for 
oral  suspension) 


In  clinical  trials^  ^  this  orange-flavored 
tablet  was  given  to  55  patients,  aged 
four  months  to  18  years. 

Diagnoses  (multiple  in  some  cases) 
represented  a  cross  section  of  bacterial 
infections  commonly  seen  in  pediatric 
office  practice. 

Therapy  was  given  from  three  to  12 
days,  with  an  average  of  six  days. 

Of  the  55  patients,  30  were  reported 
cured  within  72  hours,  while  22  showed 
partial  recovery  within  the  same  time, 
and  subsequent  clinical  cure. 


87  patients  were  treated'^— all  children, 
ages  four  months  to  15  years. 

The  diagnoses  were  multiple  in  some 
cases  and  were  chiefly  bacterial 
infections  of  the  respiratory  tract. 

Dosage  was  maintained  from  three  to 
10  days;  average  treatment  was  five 
days.  All  of  the  ill  children  accepted  the 
orange-flavored  suspension  favorably. 

53  were  clinically  cured  within  72  hours, 
while  32  showed  partial  relief  within 
the  same  time,  and  subsequent 
clinical  cure.  iok-^b 


A  clinical  cure  rate  of  94.5%       A  clinical  cure  rate  of  97.7% 


1.  Case  Reports  on  File,  Dept.  Clin.  Development, 
Abbott  Laboratories. 

2.  Polley,  R.F.L.,  Use  of  Erythromycin-Sulfas  in  Office 
Practice,  Western  Med.,  7:177,  July,  1966. 


Brief 

Summary 
on  next 
page 
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ERYTHROCIN -SULFAS 

Brief  Summary 

Contraindications:  Known  sensitivity  to  eryth- 
romycin or  sulfonamides.  Because  of  tlie  possi- 
bility of  kernicterus  with  sulfonamides,  do  not 
use  in  pregnancy  at  term,  premature  or  new- 
born infants. 

Warnings:  As  with  other  forms  of  sulfonamide 
therapy,  carefully  evaluate  patients  with  liver  or 
kidney  damage,  urinary  obstruction,  or  blood 
dyscrasia.  Deaths  have  been  reported  from  hy- 
persensitivity reactions  and  blood  dyscrasias 
following  use  of  sulfonamides.  Perform  blood 
counts  and  liver  and  kidney  function  tests  if 
used  repeatedly  at  close  intervals  or  for  long 
periods. 

Precautions,  Side  Effects:  Occasionally  mild 
abdominal  discomfort,  nausea  or  vomiting  may 
occur  with  erythromycin,  generally  controlled 
by  reduction  of  dosage.  Mild  allergic  reactions 
(such  as  urticaria  and  other  skin  rashes)  may 
occur.  Serious  allergic  reactions  have  been  ex- 
tremely infrequent.  Use  sulfonamides  with  cau- 
tion in  patients  with  a  history  of  allergy.  Assure 
adequate  fluid  intake  to  prevent  crystalluria  and 
institute  alkali  therapy  if  indicated.  If  overgrowth 
of  nonsusceptible  organisms  occurs,  withdraw 
the  drug  and  institute  appropriate  treatment.  If 
a  patient  should  show  signs  of  hypersensitivity, 
appropriate  countermeasures  (e.g.  epinephrine, 
steriods,  etc.)  should  be  administered  and  the 
drug  withdrawn. 

Adverse  Reactions:  Sulfonamide  therapy  may 
be  associated  with  headache,  nausea,  vomiting, 
urticaria,  diarrhea,  hepatitis,  pancreatitis,  blood 
dyscrasias,  neuropathy,  drug  fever,  skin  rash,  in- 
jection of  the  conjunctiva  and  sclera,  petechiae, 
purpura,  hematuria  and  crystalluria. 
Side  effects  due  to  erythromycin  are  infrequent, 
but  occasional  abdominal  discomfort,  nausea, 
or  vomiting,  urticaria  and  other  skin  rashes  may 
occur. 

Supplied:  The  Granules  for  Oral  Suspension 
come  In  bottles  of  60  ml.  and  150  ml.  The  Chew- 
able  tablets  are  in  bottles  of  50.  Each  5-ml.  tea- 
spoonful  of  reconstituted  Granules  or  each 
Chewable  tablet  provides  erythromycin  ethyl 
succinate  equivalent  to  125  mg.  of  erythromycin 
activity  and  167  mg.  of  each  of  sul- 
fadiazine, sulfamerazine  and  sulfa- 
methazine. 7013:3 


aitticostive^ 
hematinic 


IM  lilllMC 

I  Mtl  1  ts 


PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 

A  tablet-a-da,v  provides; 

•  rLlomental  Iron   (as  Ferrous  Fumaratel  .  KM)  mg 

•  Dioctyl  Sodium  Suifosuccinate  (to 

counteract  con.stipaling  effect  of  iron)  KM)  mg 

Vitamin  Bi  7.5  mg 

Vitamin  B2 7. .5  mg 

Vitamin  H.j 7..')  mg 

Vitamin  Bi: .'io  mcgm 

Vitamin  C 200  mg 

Niacii'.amide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

•  Bottles  of  60 

anticostive,  adj.  (anti  opposed  to 
+  costive  causing  constipation.) 
Against  constipation.  (Now  isn't 
that  a  good  idea  in  an  iron-contain- 
ing hematinic?  We'll  send  you 
samples  if  you'll  send  a  request  on 
your  Rx  blank,  addressed  to 
Department  150.) 

^^^^P    LEDERLE    LABORATORIES 

A  Division  of  American  Cyanamid  Company 

Pearl  River,  New  York  10965 

488-7-6062 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Photo  professionally  posed. 


Pen-Vee'  K  is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  vs/ith  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  propnylaxis 
and  treatment  of  streptococcal  infections :  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staptiylococcal  inlections,  prophylaxis  of 
rheumatic  fever  in  patients  with  a  previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspecteo  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  II  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  talie  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  lor  at  least  3  months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  signifcant  index  of  sensitiza- 
tion): Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis:  urticaria:  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 
Composition:  Tablets-125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg,  (800.000  units):  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5  cc. 

Wyeth  Laboratories    Philadelphia,  Pa. 


o-'ApEN-VEE  K 

(potassium  phenoxymethyl  penicillin)  L'^^^l 
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elief  of  neuritic  pain  from  herpes  zoS 
shingles)  is  prompt*'*— usually  after  the 
rst  few  intramuscular^  injections— particu- 
rly  when  therapy  is  administered  early.'**  j 
he  duration  of  disability  in  many  patients  j 
often  significantly,  shortened.^  Posther- 
petic neuralgias— even  in  the  elderly— rarely  ' 
develop.'^  Complete  pain  relief  is  observed 
most  patients  within  5  days.^  j 

dministration  in  herpes  zoster:  one  ampul  ™ 
( 1 .3  cc.)  I.M.  daily  for  2  to  5  days.  Caution : 
For  intramuscular  use  only.  Inadvertent  I.V. 
administration  may  cause  anaphylactoid  re- 
action. Supplied:  Boxes  of  10  ampuls,  1.3  M 
cc.  each.  » 


References : 

1.  Combes.  F.  C.  and  Canizares,  O. :  New   York  Stare  J. 
Med.  52:706-708  (Mar.  15)  1952. 

2.  Xander,  G.  W.:  U'eslern  Med.  1:14  (Sept.>  1960. 

3.  Baker,  A.  G.:  Penna.  Med.  J.  63:697-698  (May)   1960. 

4.  Lehrer,   H.  W.,   Lehrer.   H.   G.,    and   Lehrer,   D.    R.: 
WoMAwM/ Med.  75:1249-1252  (Nov.)  1955. 

Detroit,  Michigan  48211 


MORNING  STIFFNESS 

EASED 
LAST  NIGHT 

(She  took  Persistin® 
instead  of  aspirin) 


Persislin  treats  morning  stiffness  and  pain  the 
night  before. 

Persistin  is  a  unique  salicylate  which  com- 
bines the  prompt  analgesic  action  of  aspirin  to 
encourage  early  sleep  with  the  proven,  persist- 
ent action  of  salicvlsalicylic  acid  to  permit  un- 
interrupted sleep.  Three  Persistin  tablets  at 
bedtime  yield  therapeutic  serum  salicylate 
levels  on  arising  which  are  well  within  the 
range  of  effective  salicylate  therapy  for  the 
relief  of  pain  and  stiffness  in  arthritis. 

Thus,  therapy  with  Persistin  allows  many  ar- 
thritics  to  dress  more  quickly  and  easily,  and 
face  the  morning  optimistically. 

Persistin  is  also  valuable  for  day-/ong  control 
of  the  pain  and  discomfort  of  arthritis. 

DOSAGE:  To  relieve  morning  stiffness  and  pain- 
when  salicylates  have  not  been  taken  during 
the  day,  an  adult  dose  of  three  tablets  at  bed- 
time is  suggested. 

For  24-hour  control  of  pom.-  Adults  up  to  160 
Ibs.-one  tablet  after  each  meal  and  one  at  bed- 
time. Adults  over  160  Ibs.-one  tablet  after  each 
meal  and  two  at  bedtime. 

PRECAUTION:  Other  salicylates  should  not  be 
taken  concurrently.  Do    DCPCICXIN.!® 
not  exceed   recom-    i    LixOlO  I  UN 

J    _l  _j  solicylsallcylfc  acid  7'/;  gr. 

mended  doses.  {485  mg.)-asp!rin  21/2  |r. 

(160  mg.) 

Detroit,  Michigan  48211 
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■  to  help  restore  and  stabilize 
the  intestinal  flora 

■  for  fever  blisters  and  canker 
sores  of  herpetic  origin 

LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a  standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults/' -•^•■' 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.''' "'^'^ 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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(1)  Sivcr.  R.  H.: 
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September  195  i.   (2) 
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January  1955.  (3) 
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HYNSON,  WESTCOTT 
&  DUNNING,  INC. 


BALTIMORE,   MARYLAND  21201. 


the^Librium  effect" 

(chlordiazepoxide  HCI) 


For  years,  physicians 
have  valued  Librium 
(chlordiazepoxide  HCI) 
capsules  for  their  reliable 
calming  effect. 


^^|» 


(in  capsules) 


Now,  the  same  dependable 
antianxiety  effect  can  be 
obtained  with  convenient 
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The  "Population  Explosion"  and  North  Carolina's  Response 

John  B.  Graham,  M.D.* 


I  perceive  three  reasons,  other  than  gen- 
eral enlightenment,  which  justify  discussion 
of  the  "population  explosion"  in  the  NORTH 
Carolina  Medical  Journal.  First,  every 
physician  who  deals  with  patients,  especially 
young  people,  has  a  responsibility  to  decide 
what  role  he  will  play  in  affecting  the  rate 
of  population  growth.  Then,  just  as  the  phy- 
sician has  had  to  learn  to  deal  with  "heredi- 
tary disease"  in  the  present  age,  the  phy- 
sician of  the  future  must  understand  and  be 
prepared  to  cope  with  the  illnesses  resulting 
from  the  overcrowding  and  under-servicing 
of  the  coming  age.  Finally,  there  are  very 
important  new  movements  under  way  in  our 
State  of  which  physicians  should  be  aware. 

It  is  hardly  necessary  to  remind  you  that 
the  volume  of  this  planet  is  finite  and  fixed. 
Its  surface  is  rapidly  becoming  fully  oc- 
cupied, in  places  overcrowded,  by  people. 
The  absence  of  uninhabited  continents  and 
the  cost  of  colonizing  the  moon  imply  that 
emigration  is  no  more  than  a  marginal  op- 
tion. Agricultural  experts  believe  that  food 
production  can  be  greatly  increased,  but  that 
these  increases  will  not  be  sufficient  without 
concurrent  reduction  in  the  rate  of  popula- 
tion growth.'  The  hard  truth  is  that  the  hu- 
man race  must  learn  to  live  on  its  planet  in 
equilibrium  with  available  resources  or  we 
shall  become  extinct.  This  fact  is  independent 
of  social  systems,  political  parties,  economic 
theories,  and  other  ephemera.  The  problems 
which  we  shall  face  when  the  population 
doubles   again  to   6-7  billion   will   make   us 
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realize  how  unimportant  our  political  dis- 
agreements have  been.  Of  course,  the  ten- 
sions which  will  develop  may  cause  us  to 
destroy  ourselves   in  the  meantime. 

TJic  History  of  Human  Populatioii  Growth 

Figure  1  shows  what  is  thought  to  have 
been  our  planet's  human  population  at  var- 
ious times  during  the  past  1960  years  and 
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Fig.    1.    The    planet's    human   population    from    birth 
of  Christ  to  1960  with  an  extrapolation. 

contains  an  extrapolation  to  the  year  2000 
a.d.  These  are  estimates  because  there  has 
never  been  a  complete  planetary  census.  The 
assumption  of  the  extrapolation  is  that  the 
present  growth  rate  will  continue  until  the 
end  of  the  century. 

At  year  zero  (birth  of  Christ)  the  total 
population  is  estimated  to  have  been  about 
300  million  and  growth  is  thought  to  have 
been  very  slow  until  after  1500  a.d.  Periodic 
epidemics  and  wars  along  with  high  mater- 
nal, fetal,  and  infant  death  rates  acted  to 
keep  the  population  approximately  in  equili- 
brium.   (We  also  know  from  the  historical 
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record   that   abortion   and   infanticide  were 
widely  practiced  in  the  ancient  world.) 

By  the  beginning  of  the  19th  century  ideas 
about  infectious  disease  had  crystallized  into 
the  concept  of  sanitation.  The  Industrial 
Revolution  provided  the  technology  and  the 
excess  of  capital  which  was  required  to  ap- 
ply the  concept.  Application  of  sanitary 
measures  during  the  19th  century  produced 
a  rapid  increase  in  population,  which  grew 
from  500  million  in  1750  to  1.5  billion  by 
1900  and  to  3  billion  by  1967,  despite  two 
world  wars.  At  the  present  rate  of  growth, 
the  population  will  double  again  to  6  billion 
by  the  end  of  the  20th  century. 

Hdir  a  Popnlatioii  (iroics 
Population  growth  follows  the  mathema- 
tical rules  of  compound  interest.  Growth  rate 
is  the  arithmetic  difference  between  birth 
rate  and  death  rate,  and  may  be  either  posi- 
tive or  negative.  (In  times  of  peace  and  the 
absence  of  severe  epidemics  the  growth  rate 
is  usually  positive,  i.e.,  birth  rate  exceeds 
death  rate.)  The  positive  growth  rate  re- 
sponsible for  the  "population  explosion"  can 
be  attributed  to  a  more  rigorous  applica- 
tion of  medical  knowledge  to  the  problem  of 
survival  than  to  the  matter  of  excess  births. 
The  equation  describing  the  growth  pro- 
cess is: 

A    n:    P    (1    +    i)n 

where, 

A  =  final  population  size 

P  =  original  population  size 

i  =  growtii  rate   ahe   %   of  difference  between 

birth  and  death  rates) 
n  =  number  of  years 

This  exponential  function  states  that  final 
population  size  is  directly  related  to  the 
product  of  original  population  and  the 
growth  rate.  This  implies  that  reducing  the 
growth  rate  will  have  a  direct  effect  on  the 
size  of  the  final  population.  More  important, 
however,  is  its  statement  that  final  size  is 
e.rponentially  related  to  the  time  during 
which  a  growth  rate  operates.  This  means 
that,  if  our  purpose  is  to  achieve  popula- 
tion equilibrium  at  a  reasonable  level  of 
population  density,  it  is  important  to  reduce 
high  growth  rates  as  quickly  as  possible. 


GROWTH  OF  HUMAN  POPULATIONS 


Plol  ol      A=P(n-il" 
wlwi    P=  1,000,000 


TIME   IN  YEARS 

Fig.  2.  Senii-logarithinic  plot  of  population  size 
against   time,   showing   the   pertinent   growth   rates. 

These  relationships  are  shown  graphically 
in  Figure  2.  Here  the  logarithm  of  popula- 
tion has  been  plotted  against  time  in  years. 
This  transformation  has  the  nice  effect  of 
converting  the  several  exponential  curves  in- 
to straight  lines  from  which  one  can  quickly 
read  the  "doubling  times."  Note  that  a  popu- 
lation is  in  equilibrium  only  when  the  growth 
rate  is  zero.  Also  notice  that  a  population 
of  1  million  becomes  a  population  of  2  million 
after  70  years  if  a  positive  growth  rate  of 
I'/t  is  maintained,  but  reaches  18  million  at 
70  years  if  a  growth  rate  of  A'^'c  is  sustained ! 

This  graph  also  shows  a  relationship  be- 
tween growth  rate  and  doubling  time  which 
is  easy  to  remember.  Observe  that  halving 
the  growth  rate  from  47^  to  2%  to  1%  has 
the  effect  of  doubling  the  "doubling  time" : 


4%  growth  rate 
2%  growth  rate 
\%  growth  rate 


17.5  year  doubling  time 
35  year  doubling  time 
70     year  doubling  time 


A  Realistic  E.vample  of  Population  Growth 

I  have  prepared  for  Figure  3  an  example 
of  population  growth  which  might  well  rep- 
resent the  problem  of  a  "developing"  coun- 
try. The  case  assumes  an  island  nation  of  the 
"undeveloped"  type  which  consists  of  1  mil- 
lion people  with  no  in-  or  out-migration.  At 
year  zero  the  population  is  in  equilibrium — 
i.e.,  the  birth  rate  equals  the  death  rate  at 
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Fig.    3.    An    example    of    demographic   change    in    a 
theoretical  population. 

the    high    level    of    40  1000  year    (4't    per 
year) . 

In  the  20th  year  of  a  100-year  period,  sani- 
tation and  modern  medical  care  are  intro- 
duced and  rigorously  applied.  The  death  rate 
falls  progressively  from  40  1000  to  10  1000 
over  a  span  of  20  years  (essentially  what 
occurred  in  India) .  To  emphasize  the  pos- 
sible outcomes,  let  us  assume  two  widely 
different  final  birth  rates  which  represent 
the  extremes  in  the  world  today  (upper  part 
of  Figure  3) .  Birth  rate  A  decreases  progres- 
sively, lagging  behind  the  falling  death  rate 
by  40  years  but  equalling  the  death  rate  in 
year  80.  Birth  rate  B  remains  unchanged  at 
4':c  throughout  the  century,  despite  the  fall- 
ing death  rate. 

The  lower  half  of  the  figure  shows  the  ac- 
tual populations  at  each  interval  of  10  years. 
The  one  resulting  from  the  unchanged  birth 
rate  (Population  B)  is  8  million  at  year  100, 
while  that  resulting  from  the  falling  birth 
rate  is  3  million.  It  should  be  noted,  however, 
that  the  population  tripled  in  tJie  model 
which  underwent  the  complete  transition. 


The  Effects  on  Society  of 
Rapid  Population  Growth 
Figure  4  is  a  complex  diagram  prepared  to 
show  some  of  the  interrelations  between  the 
various  effects  of  rapid  population  growth. 
I  have  tried  to  indicate  the  factors  which 
tend  to  repress  population  growth  (negative 
feedback)  by  broken  arrows,  and  some  of 
the  ways   in  which   one  ill   effect  of  rapid 


Fig.  4.   Interrelations  between  the  various  effects  of 
rapid  population   growth. 

growth  accentuates  another  (positive  feed- 
back) by  solid  arrows. 

Historj'  is  replete  with  examples  in  which 
rapid  growth  has  led  to  what  are  known 
biblically  as  the  "apocalyptic"  and  demog- 
raphically  as  the  "Malthusian"  outcomes. 
Famine,  migration  of  tribes,  wars,  and  epi- 
demics, such  as  the  bubonic  plague  associated 
with  urbanization  in  Europe,  are  related  to 
rapid  population  growth.  It  is  easy  to  under- 
stand why  political  anarchy  follows.  It  is 
intuitively  clear  that  the  Malthusian  out- 
comes tend  also  to  depress  the  rate  of  popu- 
lation growth  either  by  diminishing  the  size 
of  the  breeding  group,  increasing  maternal 
and  fetal  mortality,  or  reducing  libido  or 
fertility  or  both. 

Growth  in  population  naturally  increases 
the  depletion  of  non-accumulating  natural 
resources  such  as  petroleum  and  coal  and 
accentuates  pollution  of  the  environment. 
These  effects  are  compounded,  of  course, 
when  industrialization  is  progressing  simul- 
taneously. 

I  am  not  aware  of  an  example  in  which 
pollution  has  clearly  acted  to  reduce  human 
population  growth,  but  one  wonders  whether 
New  York  City  will  not  provide  one  for  us. 
Animal  and  plant  populations  certainly  are 
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inhibited  by  pollution  and  there  is  no  reason 
to  think  that  man  is  an  exception,  although 
he  probably  is  able  to  postpone  the  time  at 
which  the  pollution  feedback  begins  to  act. 

Rapid  population  growth  increases  the 
proportion  of  children  in  a  population.  This 
leads  to  a  situation  in  which  the  older  mem- 
bers of  society  are  unable  to  provide  the  serv- 
ices which  the  younger  ones  require.  Insuf- 
ficient services  and  a  relative  scarcity  of 
suitable  adults  to  model  themselves  on  are 
thought  by  behavioral  scientists  to  contri- 
bute to  juvenile  deliquency. 

There  is  at  least  one  positive  feedback  (or 
reinforcing)  circuit  in  this  complex  situa- 
tion. This  goes  into  operation  when  a  so- 
ciety grows  too  rapidly,  fears  exhaustion  of 
its  resources,  becomes  aggressive,  and  tries 
to  seize  the  resources  of  its  neighbors 
through  warfare.  (This  sequence  was  pai'tly 
responsible  for  World  War  II  and  was  what 
Hitler  meant  when  he  demanded  "lebens- 
raimi.")  War,  in  turn,  accentuates  the  de- 
pletion cycle  and  increases  pollution.  Popu- 
lation growth  eventually  tapers  off  when 
the  Malthusian  alternatives  begin  to  feed- 
back. 

Effect  of  Rapid  Growth  on 
Economic  Development 

It  is  apparent  that  rapid  population 
growth  impedes  and  may  even  prevent  eco- 
nomic development.  It  is  difficult  for  an 
economy  to  achieve  and  sustain  an  economic 
gron'th  rate  of  3'y  per  year.  Yet  it  is  quite 
common  for  a  country  to  sustain  a  popula- 
tion growth  rate  of  3%. 

Figure  5  shows  the  estimated  growth  in 
production  and  population  of  the  world,  ex- 
cluding mainland  China,  between  1955-1965. 
It  is  believed  that  production  rate  outstrip- 
ped population  growth  rate  for  the  first  two 
years,  with  a  slight  net  increase  in  per  capita 
income.  During  the  last  eight  years  the  rates 
were  about  equal,  and  per  capita  income  did 
not  improve. 

Someone  has  estimated  that  the  increase 
in  the  population  of  Egypt  (SO^-iO'/'c)  dur- 
ing the  building  of  the  Aswan  Dam  (roughly 
1952-1967)  approximately  equalled  the  in- 
crease in  economic  growth  expected  from  the 
dam.   The  Egyptians   seem   to  have  barely 
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Fig.  5.  The  economic  effects  of  population  growth. 

stayed  even,  economdcally,  by  running  very 
hard,  and  it  is  not  an  accident  that  their 
government  has  adopted  a  national  policy  of 
family  size  limitation. 

Effect  of  Rapid  Population  Growtli 
Social  Welfare- 

As  mentioned  earlier,  rapid  population 
growth  has  the  effect  within  a  country  of 
increasing  the  proportion  of  children  rela- 
tive to  adults.  This  means  an  altered  ratio 
of  "producers"  to  "consumers"  of  services. 
(Children  are  solely  "consumers"  of  services, 
while  only  the  adults  are  "producers.")  In 
a  rapidly  growing  population,  the  number 
of  children  increases  rapidly,  and  adults  are 
unable  to  generate  the  required  services. 
This  problem  can  be  seen  very  clearly  if  a 
line  is  drawn  at  age  25.  This  division  clearly 
separates  "consumers"  and  "producers,"  be- 
cause most  persons  have  become  "producers" 
by  this  age. 

Figure  6  shows  the  differences  in  the  pro- 
files of  a  rapidly  growing  population  (Costa 
Rica)  and  a  slowly  growing  one  (Sweden). 
The  producer-to-consumer  ratio  is  low  in 
Costa  Rica  (35:65)  and  high  in  Sweden 
(65:35).  Although  poor  in  natural  resources 
and  having  a  severe  climate,  Sweden  has  the 
highest  standard  of  services  in  the  world. 
A  country  such  as  Costa  Rica,  which  is  poor 
and  whose  population  is  growing  rapidly,  can 
never  provide  the  necessary  services  unless 
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capital  is  accumulated.  This  cannot  be  done 
unless  the  growth  rate  is  reduced  drastically. 

Each  community  probably  has  a  critical 
ratio  of  producers  to  consumers  below  which 
the  critical  services  of  health,  education,  wel- 
fare, transportation,  urban  renewal,  etc., 
cease  being  supplied  adequately.  The  United 
States  at  present  has  a  ratio  of  53  persons 
above  to  47  below  age  25,  and  we  may  be 
witnessing-  a  "rebellion  of  the  producers." 
In  one  American  community  after  another, 
for  example,  voters  are  refusing  to  accept 
bond  issues  to  build  schools  even  though  the 
children  are  already  on  hand  to  fill  them. 
Effect  of  Educational  Achieremoit 
on  Popidatio)t   G)Oivth  Rate 

One  hopeful  aspect  of  population  growth 
is  that  educational  achievement  seems  to  de- 
press it,  and  the  educational  level  of  the 
world  is  probably  rising.  It  is  not  clear 
whether  the   later   age  of  marriage  of  the 
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Fig.  7.  The  effect  of  education  on  population  growth. 
Total  births  by  100  women  at  age  45.  Women  with  least 
schooling  have  most   babies.    (Egypt) 

more  highly  educated  is  responsible,  or  the 
long  hours  spent  in  studying  and  not  for- 
nicating. Perhaps  educated  pepole  are  more 
perceptive  and  better  able  to  take  preventive 
measures.  At  any  rate,  as  shown  in  Figure 
7,  the  more  highly  educated  have  fewer  chil- 
dren than  the  poorly  educated. 

The  temporary  increase  in  birth  rate  as- 
sociated with  the  famous  "blackout"  in  New 
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Fig.  6.  Population  profiles  for  a  rapidly  grdwing  population  and  a  slowly  growing  one.  Constitution  of  population 
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York  City  suggests  that  the  ordinary  activi- 
ties of  urban  life  also  may  be  acting  as  brake 
on  the  growth  rate. 
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Fig.    8.    Population   growth   in   various   parts   of   the 
world.  World  population  by  geographic  regions. 

Populations  and  Projections 
Various  Continents 
Figure  8  shows  the  estimates  of  the  popu- 
lations of  the  various  continents  since  1900 
and  the  extrapolations  to  the  year  2000.  The 
increase  has  been  most  rapid  in  Asia.  His- 
tory will  probably  record  the  irony  that  the 
most  disastrous  consequence  of  European 
hegemony  in  Asia  was  the  rapid  population 
growth  brought  about  by  the  humanitarian 
introduction  and  rigorous  application  of 
modern  sanitary  principles.  Latin  America 
is  also  an  area  of  great  concern.  The  growth 
rate  is  as  high  as  Asia's  and,  if  maintained, 
the  curve  of  population  size  will  turn  steeply 
upward  in  another  40  years. 

The  Demographic  Transition 

Figure  3  provides  a  theoretical  example  of 
the  demographic  transition,  but  Western 
Europe  provides  the  classic  example  for 
demographers.  It  is  the  largest  population  to 


our  knowledge  which  has  undergone  the 
change  from  high  birth  and  death  rates  to 
low  birth  and  death  rates.  (A  smaller  but 
better  documented  transition  has  taken  place 
in  Japan  since  World  War  II,  and  it  is 
thought  that  Russia  and  Eastern  Europe 
may  also  have  undergone  the  transition.) 

Interestingly,  the  change  occurred  in 
Western  Europe  during  the  19th  century,  a 
time  when  contraceptive  technology  was 
primitive.  It  is  also  noteworthy  that  Europe 
was  the  world  center  of  Roman  Catholicism, 
the  official  pronouncements  of  which  would 
be  expected  to  act  to  maintain  high  birth 
rates.  The  means  used  by  Europeans  to  re- 
duce birth  rates  are  not  known,  but  abortion 
and  late  age  of  marriage  probably  played 
major  roles. 

The  actual  time  of  change  and  speed  with 
which  the  transition  occurred  in  Europe  are 
not  entirely  clear,  but  the  left  half  of  Figure 
9  is  considered  approximately  correct.  It  is 
believed  that  in  1800  the  rates  of  birth  and 
death  were  above  30  1000  (3',;  )  in  Europe. 
The  application  of  sanitation  principles  and 
medical  care  had  brought  the  death  rate 
down  to  its  present  level  of  about  10  1000 
by  1875-1900,  where  it  has  stabilized.  (The 
death  rate  cannot  be  reduced  much  more, 
because  everyone  dies  eventually.)  A  de- 
crease in  birth  rate  trailed  the  falling  death 
rate,  probably  lagging  by  40-60  years.  At 
present  the  birth  rate  is  about  18  1000  and 
the  death  rate  8-10  1000,  which  means  that 
the  growth  rate  is  about  0.8  ""r  to  1.0 7f  ■ 

By  contrast,  in  the  developing  countries 
(right  half  of  Figure  9),  the  decrease  in 
death  rate  was  accomplished  rapidly  between 
about  1940  and  1960  without  a  significant 
fall  in  birth  rate.  This  difference,  about  30 
1000  (3%),  is  what  has  gotten  most  of  Asia 
into  its  present  difficulties. 

The  Purposes  of  Family  Plaimincf 
The  governments  of  the  world,  largely 
stimulated  by  the  more  objective  private 
groups,  are  beginning  to  stir  and  establish 
national  family  planning  policies.  Many  gov- 
ernments have  taken  policy  decisions  aimed 
at  lowering  the  growth  rate.  These  countries 
include  India,  Pakistan,  Egypt,  Iran.  Malay- 
sia, Singapore,  Taiwan,  Korea,  Japan,  Rus- 
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Fig.  9.  The  demographic  transition  in  Wester  Europe  c 
In  Western  Europe  (left)  the  birth  rate  followed  the  death 
countries    (right). 

sia,  several  Eastern  European  countries,  an(i 
possibly  mainland  China.  Many  others  have 
not,  including  the  United  States.  The  World 
Health  Organization  has  been  inactive  until 
very  recently,  and  its  present  policy  sug- 
gests that  it  has  not  yet  appreciated  the  full 
dimensions  of  the  crisis. 

Most  groups  advocating  family  planning 
hold  a  tvi'of old  theory :  ( 1 )  that  we  are  suf- 
fering from  excess  production  of  children, 
and  (2)  that  children  have  the  right  to  ar- 
rive in  the  family  unit  when  desired.  Un- 
planned children  tend  to  be  unwelcome,  and 
lack  of  welcome  tends  to  produce  the  syn- 
drome of  the  "unwanted  child."  The  latter 
is  believed  by  behavioral  scientists  to  be  re- 
sponsible for  a  good  bit  of  the  individual 
unhappiness,  violence,  and  deliquency  in  the 
world.  Family  planners  are,  therefore,  inter- 
ested in  a  great  deal  more  than  "fertility 
control,"  although  I  regard  this  as  the  mat- 
ter of  highest  priority. 

The  "fertility  control"  aspect  of  family 
planning  is  illusti'ated  by  Figure  10.  This 
figure  expresses  the  hope  that  we  can  some- 
how decrease  the  rate  of  increase  in  human 
bodies  by  converting  the  present  exponential 
growth   curve   into   a   sigmoid   curve   which 


ontrasted    with    its    absence    in    the    "developing    world." 
rate  down,  but  this  has  not  yet  happened  in  developing 

will  flatten  into  equilibrium.  No  special  form 
of  limitation  is  advocated  by  the  family  plan- 
ning movement.  It  is  limitation  which  is  im- 
portant ! 

The  SituatioH  in  Various  Countries 

If  the  compound  interest  equation  is  solved 

for  n,  growth  rate  can  be  related  easily  to 

"doubling  time."    (The  population  statistics 

for  most  countries  are  furnished  as  "growth 


Family 
Planning 


Fig.  10.  The  hope  of  the  Family  Planning  Movement. 
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rates.")  I  have  plotted  doubling  time  against 
growth  rate  in  Figure  11,  and  have  indicated 
b.v  arrows  certain  of  the  most  rapidly  and 
most  slowly  growing  populations.  In  its 
growth  rate  the  United  States  appears  more 
analogous  to  a  "developing  country"  than  to 
"developed  countries"  such  as  Japan  or  the 
countries  of  Western  Europe. 
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Fig.   11.  Plot  of  doubling  time  against  growth  rate. 

It  is  instructive  to  realize  that  the  Jap- 
anese growth  rate  before  World  War  11  was 
about  the  same  order  as  that  of  Korea  at 
present.  Abortion  was  made  "available  on 
demand"  to  women  desiring  it,  under  good 
hospital  conditions  and  at  low  cost,  and  the 
Japanese  growth  rate  was  reduced  to  the 
Western  European  level  in  less  than  20  years. 

It  is  important  to  note,  however,  that  the 
European  and  Japanese  populations  will  utill 
double  in  70  years!  The  only  way  to  stabilize 
population  is  to  equalize  birth  and  death 
rates,  i.e.,  to  reduce  growth  rate  to  zero! 
Many  people,  including  me,  believe  that  a 
growth  rate  of  zero  must  become  an  interna- 
tional goal.^  There  are  responsible  people 
who  foresee  that  it  may  become  necessary 
eventually  to  obtain  a  license  to  be  allowed 
to  have  a  baby,  as  horrible  as  this  extent  of 
regimentation  may  seem  to  us  at  present. 

The  Response  of  the   Vniver^^itii 
of  North  Carolina 

Three  years  ago  the  University  decided 
to  respond  to  the  coming  crisis  by  establish- 
ing a  university-wide  Population  Program. 
I  was  asked  by  former  Chancellor  Sharp  to 
chair  a  faculty  committee  charged  with  ac- 


complishing this  task  by  amplifying  and 
diversifying  the  efforts  already  under  way, 
chiefly  in  the  Departments  of  Sociology  and 
Biostatistics.  I  am  very  happy  to  say  that 
something  significant  has  resulted.'  Figure 
12  is  an  organizational  chart  of  UNC  which 
shows  the  extent  of  the  Population  Program 
at  Chapel  Hill. 

An  X  below  the  name  of  a  school  or  de- 
partment means  either  that  courses  are  be- 
ing taught,  graduate  students  are  specializ- 
ing in  population,  research  is  being  carried 
on,  or  some  service  activity  is  being  engaged 
in  by  this  subdivision  of  the  university.  You 
will  note  that  23  schools  or  departments  are 
so  designated.  More  than  75  faculty  mem- 
bers are  at  work,  either  full  or  part-time, 
and  there  are  57  graduate  students  engaged 
this  year  in  preparing  themselves  for  a  role 
in  the  population  field.  This  includes  several 
staff  members  of  private  foundations  and 
of  the  U.  S.  Foreign  Service.  The  UNC  pro- 
gram is  being  supported  financially  by  the 
State  of  North  Carolina,  The  Ford  Founda- 
tion, The  Rockefeller  Foundation,  The  Na- 
tional Institutes  of  Health,  and  the  U.  S. 
Agency  for  International  Development. 

We  are  educating  teachers  and  leaders  of 
national  programs  for  a  large  number  of  de- 
veloping countries  and  have  elected  to  con- 
centrate especially  on  North  Carolina,  India, 
Thailand,  Iran,  and  Chile.  It  is  physically 
impossible  for  one  university  to  train  the 
workers  required  by  any  single  country.  It 
is  clear  that  we  can  contribute  best  by  help- 
ing other  countries  establish  the  institutions 
they  need.  For  example,  the  University  of 
North  Carolina  is  assisting  the  University  of 
Medical  Sciences  in  Bangkok  to  establish  a 
Population  Center  comparable  to  our  own. 
Many  of  the  staff  for  this  facility  are  at 
present  in  Chapel  Hill  obtaining  the  special- 
ized education  required. 

An  example  of  international  assistance  at 
another  level  is  a  six  weeks'  training  exercise 
held  in  Chapel  Hill  in  June  and  July,  1967. 
This  "International  Family  Planning  Work- 
shop on  Training  Methods  and  Strategies" 
involved  60  civil  servants  from  India,  Pakis- 
tan, Iran,  Indonesia,  Philippines,  Thailand, 
Nigeria,  and  the  poverty  program  in  North 
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Carolina.  The  theory  behind  the  workshop 
was  that  a  major  handicap  to  effective  pro- 
grams is  the  difficulty  that  civil  servants 
have  in  cooperating  with  one  another.  The 
workshop  attempted  to  teach  its  students  the 
techniques  of  effective  cooperation  which 
they  could  carry  home  and,  hopefully,  apply 
and  teach  to  others. 

A  large  number  of  research  projects  are 
under  way.  A  small  sample  includes  depth 


beginning  to  coordinate  their  activities.  They 
have  recently  developed  a  state-wide  organi- 
zation for  planning,  the  North  Carolina  Com- 
mittee on  Population  and  Family,  which 
was  announced  by  Governor  Moore  at  his 
press  conference  on  October  5,  1967. 

We  physicians  can  be  very  proud  that  the 
North  Carolina  Medical  Society  took  a  lead- 
ing role  in  the  establishment  of  this  body. 
Its  committee  on  Maternal  and  Child  Health 
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Fig.  12.  The  Population  Program  at  the  University  of  North  Carolina  at  Chapel  Hill. 


psychological  studies  of  the  motivation  which 
controls  family  size  norms,  a  study  of  the 
factors  in  the  major  world  religions  which 
affect  fertility,  determination  of  pregnancy 
rates  in  large  populations  by  sampling  and 
use  of  urine  pregnancy  tests,  simulation  of 
the  growth  of  theoretical  populations  on  the 
digital  computer,  optimum  design  of  intra- 
uterine devices,  etc. 

Developments  in  the  State  of 

North  Carolina 

It  is  heartening  to  be  able  to  report  that 

in  North  Carolina  the  governmental  agencies 

and  private  groups  interested  in  controlled 

growth  and  the  integrity  of  the  family  are 


triggered  the  movement  by  recommending 
that  the  State  Board  of  Health  originate  pro- 
grams in  Family  Life  Education.  The  State 
Board  of  Health  then  examined  the  situa- 
tion, decided  that  the  field  was  too  large  for 
its  resources,  and  turned  to  the  Carolina 
Population  Center  for  assistance.  After  a 
number  of  meetings  and  as  a  result  of  the 
efforts  of  many  interested  people,  including 
a  number  of  physicians,  our  State  now  has 
a  mechanism  for  planning  which  looks  equal 
to  the  tasks  ahead.  As  far  as  I  know,  North 
Carolina  is  the  first  state  to  develop  a  com- 
prehensive planning  mechanism  in  this  field. 

The  North  Carolina  Committee,  shown  in 
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Fig.  13.  The  new  planning  agency  for  North  Carolina. 

Figure  13,  is  headed  by  an  influential  State 
Senator,  The  Honorable  Marshall  Rauch  of 
Gaston  County,  and  the  State  Agency  heads 
listed  are  e.v-officio  members.  The  ex-officio 
members  of  the  Committee  are  balanced  by 
an  equal  number  of  public  members  repre- 
senting men  and  women.  Republicans  and 
Democrats,  rich  and  poor,  white  and  non- 
white,  Protestant  and  Catholic. 

The  purpose  of  the  North  Carolina  Com- 
mittee is  to  provide  the  means  by  which 
the  various  state  agencies  can  plan  their 
activities,  originate  their  programs,  and  as- 
sign missions.  These  activities  can  then  be 
coordinated  with  those  of  the  interested 
private  and  professional  groups  through  the 
joint  Foundation. 

The  Committee  held  its  organizational 
meeting  in  Chapel  Hill  on  October  11,  1967, 
and  began  its  new  life  with  great  ela)i.  The 
ultimate  goal  of  the  Committee  is  to 
strengthen  the  family  unit  and  thereby  ele- 
vate the  quality  of  life  for  all  our  citizens. 
To  this  end,  the  Committee  is  planning  a 
state-wide  Congress  on  Population  and 
Family  for  the  fall  of  1968. 

Siimmarii    and    Conclusions 

Our  planet  is  facing  several  crises  which 
can  be  traced  to  rapid  growth  in  the  size  of 
the  human  population.  These  include  the  pos- 


sibility of  widespread  famine,  despoliation 
of  the  environment  and  atmospheric  pollu- 
tion, exhaustion  of  nonreplaceable  natural 
resources,  failure  to  provide  services  to  the 
consumers  who  need  them,  and  so  on. 

A  world-wide  movement  aimed  at  curbing 
the  growth  rate  has  started  at  different 
speeds  in  different  places.  The  movement  is 
known  euphemistically  as  the  Family  Plan- 
ning Movement;  if  we  could  be  completely 
honest,  it  would  be  designated  the  Fertility 
Control  Movement  or  something  more  ac- 
curately descriptive.  Until  very  recently  this 
extent  of  frankness  had  been  regarded  as 
politically  unwise.  I  attach  great  significance 
to  the  support  that  President  Johnson  gave 
to  the  movement  during  his  recent  "fireside 
chat"  on  national  television.  If  the  recent 
State  of  the  Union  message  was  also  frankly 
supportive,  an  important  national  corner 
seems  to  have  been  turned. 

North  Carolina  is  in  a  very  favorable  sit- 
uation to  take  the  appropriate  actions,  much 
more  so  than  most  political  units  on  our 
planet.  Our  people  are  receptive  to  family 
planning  advice;  we  have  a  permissive  steri- 
lization law ;  our  law  on  abortion  has  recently 
been  liberalized,  although  to  a  much  smaller 
degree  than  that  of  Britain.  The  University 
at  Chapel  Hill  has  developed  a  resource,  the 
Population  Program,  which  is  prepared  to 
cooperate  through  the  Carolina  Population 
Center.  A  number  of  additional  faculty  mem- 
bers have  been  recruited,  including  Dr.  Moye 
Freymann,  director  of  the  Population  Center. 
He  is  a  highly  able  and  experienced  person 
in  the  population  field  who  will  coordinate 
the  university  effort.  Several  other  educa- 
tional institutions  have  also  built  strong 
though  less  diversified  programs,  notably 
Bowman  Gray  in  sex  education  and  Duke 
in  economic  demography. 

More  recently  the  various  state  agencies 
and  private  groups  interested  in  population 
growth  and  family  life  have  banded  together 
for  joint  planning  and  coordination  of  ef- 
forts. The  newly  formed  North  Carolina 
Committee  on  Population  and  Family  has 
potentialities  limited  only  by  funds,  the 
imagination  and  energy  of  its  staff,  and  the 
receptivity  of  the  public. 
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Family    Planning    in    the    Strategy    of    Health 

Earl  Siegel,  M.D.,  M.P.H.* 


Trends  in  population  growth,  family  size, 
and  family  formation  are  all  of  concern  to 
North  Carolina's  physicians.  Most  specific 
concern  has  naturally  been  directed  toward 
the  effects  of  excess  fertility  on  the  quality 
of  family  life.  This  paper  reviews  data  which 
indicate  rather  clearly  that  family  planning 
can  be  a  powerful  and  direct  strategy  in  our 
struggle  to  improve  the  health  of  growing 
and   developing  families. 

Family  Structure  in  the  United  States 

Before  exploring  the  relationships  be- 
tween family  planning  and  health,  it  might 
be  well  to  examine  very  briefly  what  is 
known  about  United  States  families — their 
size,  how  they  are  formed,  etc. — and  in  so 
doing,  emphasize  the  problems  of  special 
groups. 

Poor  women  end  their  childbearing  years 
having  delivered  significantly  more  children 
than  have  upper  income  women.  For  ex- 
ample, in  1959  women  aged  35-39  years 
with  annual  family  incomes  of  $2,000  or 
less  averaged  3.7  children,  whereas  women 
with  incomes  of  $7,000  averaged  (>)ihi  2.5 
children. '•- 

We  in  North  Carolina  are  also  cognizant 
that  low  incomes  and  large  families  are 
more   common   among   rural   residents   and 
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North    CaroUna,    Chapel    Hill. 

Requests  for  reprints  to  the  School  of  Public  Health, 
University  of  North  Carolina,  Chapel  Hill,  N.  C.  27514. 


urban  dwellers  who  were  born  and  reared 
in  rural  settings."  Regardless  of  where  they 
now  live  or  where  they  were  born  or  reared, 
low  income  families  want  no  more  children 
than  do  families  with  higher  incomes. ■'■' 
Regrettably  they  have  more.  There  is  ample 
evidence  that  they  lack  both  the  information 
and  resources  to  plan  their  families  efi'ec- 
tively  or  according  to  their  own  desires. 
From  the  1960  Growth  of  American  Families 
Study  we  learned  that  12  9^-  of  American 
couples  in  the  childbearing  years  do  not  try 
to  limit  births  to  the  number  of  children 
they  actually  desire,  and  an  additional  20'^- 
of  all  fertile  couples  try  to  limit  their  family 
size  but  are  unable  to  do  so  because  of  the 
inappropriateness  of  the  method  of  contra- 
ception chosen.'^  Data  from  a  large  North 
Carolina  family  planning  clinic  show  that 
low  income  women  still  have  little  experi- 
ence with  contraception.  In  1961,  44'''f  of 
the  women  newly  admitted  to  that  clinic 
had  never  before  used  any  contraception ; 
during  the  first  half  of  1966  slightly  more 
than  50'^;  had  not.''  It  would  seem  that  ed- 
ucational and  clinical  services  are  clearly 
required. 

Facto)-!^  Affecti)t(i  FamiUj  Formation 
Early  marriafie  and  preffuancy 

Let  us  move  on  from  family  size  to  family 
formation.  Until  .I'ust  recently,  age  at  first 
marriage  had  been  dropping  steadily  for 
all  segments  of  the  population."'  As  an  ex- 
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ample,  in  1965  the  babies  delivered  by  teen- 
agers accounted  for  25 'X  of  all  births  in 
North  Carolina.'  Early  age  at  marriage  and 
early  age  of  the  mother  at  the  birth  of  her 
first  child  are  more  frequent  among  low  in- 
come families.''  A  close  relationship  between 
early  age  at  marriage  and  later  divorce  has 
been  noted,  and  very  young  couples  are  re- 
ported to  be  more  unhappy  in  subsequent 
years  than  those  who  delay  marriage.''  Pre- 
marital pregnancy  may  often  be  the  pre- 
cipitating event  in  high  school  students' 
marriages.  Further  educational  opportuni- 
ties are  then  shut  off  for  one  or  both  part- 
ners, and  the  husband  may  end  up  unem- 
ployed or  with  poor  employment.  For  these 
young  people  family  formation  quickly  de- 
mands formidable  adjustments. 
IlJefjitiniacji 

Illegitimacy  is  another  serious  aspect  of 
family  formation.  Looking  again  at  the  1965 
data  in  North  Carolina,  we  find  that  28 '/P 
of  infants  born  of  teenage  parents  were  re- 
corded as  illegitimate.'"  There  is  deep  con- 
cern about  out-of-wedlock  births,  especially 
among   teenagers,    not   only  because   of  the 


Maternal  Age 

Figure   1 

unfavorable  consequences  to  individual 
mothers,  their  infants,  and  even  the  putative 
fathers,  but  also  because  of  the  heavy  bur- 
den placed  upon  community  health,  welfare, 
educational,  and  economic  resources.  In 
North  Carolina,  as  elsewhere,  the  number 
of  illegitimate  births  has  been  rising. 

Although  numerous  psychological,  social, 
and  economic  explanations  for  illegitimacy 
have  been  advanced — and  they  are  useful 
in  enhancing  our  understanding  of  the 
problem — they  offer  little  opportunity  for 
direct  intervention.  But  physicians  and  other 
health  workers  have  an  opportunity,  indeed 
a  challenge,  to  move  more  positively.  Family 
planning  as  a  health  service  can  be  of  im- 
mediate benefit.  Illegitimate  pregnancy  and 
child  birth  are  health  issues  involving  real 
risks  to  the  mother  as  well  as  the  child.  To 
be  blunt,  the  fact  that  a  fertile  woman  is  un- 
married should  not  deny  her  access  to  a 
health  service.  As  physicians  we  have  never 
presumed  to  judge  moral  status,  much  less 
let  such  judgment  affect  medical  care. 

We  know  that  many  sexually  active,  un- 
married girls  and  women  will  not  change 
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their  way  of  life  because  of  fear  of  another 
pregnancy.  It  is  loneliness,  despondency, 
and  lack  of  emotional  support  which  drive 
many  of  them  into  relationships  leading 
inevitably  to  pregnancy.  These  root  causes, 
it  goes  without  saying,  must  be  attacked ; 
petiding  their  resolution,  we  should  not 
withhold  help.  Furthermore,  protection 
against  unwanted  pregnancies  and  children 
is  an  absolutely  necessary  part  of  all  at- 
tempts at  the  social  and  educational  rehabil- 
itation of  these  girls. 

Family  Size  and  Family  Health 

From  the  foregoing  examination  of  family 
formation,  let  us  move  back  to  family  size 
and  its  relationship  to  family  health.  Most 
of  us  are  intuitively  convinced  that  family 
size  limitation  and  birth  spacing  favorably 
affect  the  health  of  mothers  and  children. 
Nonetheless,  we  will  want  to  have  clearly  in 
hand  the  available  data  so  that  our  priori- 
ties may  be  soundly  based.  Information 
from  a  surprisingly  small  total  pool  supports 
the  hypothesis  that  family  planning  plays 
an  essential  role  in  family  health. 


Fetal  and  neonatal  mvrtality 

The  recent  National  British  Perinatal 
Mortality  Study  reports  interesting  mor- 
tality ratios  derived  from  a  comparison  of 
fetal  and  newborn  (within  one  week) 
deaths  with  a  control  group  of  survivors. 
Here  parity  was  a  significant  factor.  First 
birth  order  fetuses  and  newborns  were  at 
the  same  risk  as  third,  I'egardless  of  social 
class,  but  for  all  succeeding  birth  orders, 
the  risk  increased,  especially  in  the  lower 
social  classes."  Again  the  special  needs  of 
the  poor  for  family  planning  are  empha- 
sized. Other  studies  demonstrate  similar  re- 
lationships between  parity  and  fetal  and 
neonatal  mortality.^-''' 

Infant  deaths  occurring  within  the  first 
year  of  life  as  related  to  maternal  age  and 
parity  are  shown  in  Figures  1  and  2.  The 
data  show  that  in  North  Carolina  both  white 
and  nonwhite  infants  of  younger  mothers 
are  at  greater  risk  than  older  mothers'^ 
(Fig.  1).  Rising  mortality  among  high  birth 
order  infants  is  found  in  Figure  2,  but  the 
positive  association  is  minimal.  Morris  and 
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associates,  in  a  similar  but  more  extensive 
study  including  social  class  as  a  variable, 
found  that  for  each  social  class  and  parity 
grouping-  there  was  an  inverse  relationship 
between  mortality  and  maternal  age.'-'  They 
found  that  infants  of  younger  and  higher 
parity  mothers  were  at  greatest  risk,  re- 
gardless of  social  class,  with  age  being  the 
more  important  factor.  Morris's  study  also 
demonstrated  the  heightened  environmental 
risks  for  infants  born  into  already  large 
families.  In  all  social  classes  rate  for  deaths 
caused  by  infections  increased  with  birth 
order,  whereas  the  rate  for  deaths  from  the 
prenatally  determined  congenital  malforma- 
tions does  not.'-' 

Child  j/rou'tli    and   derelopnuiit 

Let  us  continue  to  consider  the  problems 
of  early  childhood  but  move  from  family  size 
to  birth  spacing.  In  a  nationwide  British 
study'-"'  including  more  than  13,000  births 
during  a  one-week  period,  it  was  noted  that 
mothers  were  less  apt  to  have  low  birth 
weight  infants  when  spacing  was  greater 
tlian  two  years  but  less  than  six  years'-'' 
(Table   1).   Unfortunately,   this   report  and 

Table  1 
Percent  Prematui-«  by  Interval  Since  Preceding  Birth 

Premature 

1  yr.      1-2        2-3       3-4        4-6       Over 
or  less   yrs.     yrs.     yrs.     yrs.     6  yrs. 
per   cent  19.3       6.4       4.8       4.1        4.0       6.5 

Total  number  88      1,385    1,069       786       920    1.073 

From  Douglas   (15) 

a  number  of  others  which  suggest  that  a 
short  interval  between  births  with  high  fetal 
mortality,  neonatal  mortality,  or  prematurity 
are  confounded  by  an  artifact.  Since  these 
very  outcomes  are  associated  with  short 
gestation,  it  is  obvious  that  the  birth  inter- 
val must  be  short.  What  needs  to  be  studied 
is  the  relationship  between  pregnancy  in- 
terval and  outcome.  Such  an  investigation  is 
now  being  undertaken  at  the  School  of 
Public  Health  in  Chapel  Hill.'" 

How  does  the  number  of  children  that  a 
mother  has  relate  to  the  quality  of  care  she 
provides?  A  long  term  follow-up  of  the 
British  infants  just  mentioned  showed  that 
the  efficiency  of  maternal  care  is  closely  as- 
sociated with  the  size  of  her  family   (Table 


Table  2 
Proportion  of  Mothers  Rated  As  Best  in  All 

Aspects  of  Child  Care  in  Skilled  Manual  Workers' 
Families  with  Varying  Numbers  of  Dependent  Children 
Proportion  of 
Mothers  Rated 

Number  of              Best  in  All  Number  of 

Dependent  Children  Aspects  of  Care  Families 

One                                        44.7  262 

Two                                       33.0  441 

Three                                     27.3  286 

Four                                      16.1  112 

Five  or  more                     10.1  80 

Fiom   Douglas    (17) 

2).  These  observations  held  for  each  social 
class,  though  the  relation.ship  was  closest 
for  the  families  of  manual  workers.  The  re- 
lationship between  large  families  and  less 
adequate  maternal  care  is  striking.'" 
Morbid  it}! 

^\'hat  is  the  association  between  family 
size  and  illness?  Representative  of  other 
findings  linking  the  incidence  of  infectious 
diseases  to  family  size  are  those  of  Dingle 
and  associates.'-  Their  detailed  longitudinal 
family  study  of  infectious  diseases  is  classic. 
As  an  example,  infectious  gastroenteritis 
rates  (illnesses  per  family  per  year  and 
illnesses  per  person  per  year)  increased  di- 
rectly with  family  size.  The  same  investiga- 
tors noted  similar  relationships  between  the 
incidence  of  respiratory  infections  and  dis- 
eases and  family  size. 

Not  surprisingly,  child  growth  and  de- 
velopment have  also  been  related  to  family 
size.  Data,  again  from  Great  Britain,  in- 
dicate that  children  in  large  families  are 
smaller,  and  that  first  born  children  with 
one  or  more  siblings  do  not  achieve  the 
height  and  weight  attained  by  those  who 
remain  an  only  child.'" 
Intelligence 

Finally,  let  us  consider  the  relationship 
between  familj'  size  and  intelligence,  a  com- 
plex and  still  unclear  matter.  A  number  of 
studies  involving  large  samples  of  children 
were  reviewed  by  Anastasi.-"  They  strongly 
indicate  that  children  from  the  largest 
families  have  the  lowest  IQ's.  One  of  the 
most  significant  studies  done  in  Scotland 
found  the  usual  associations  between:  (1) 
high-status  occupation  and  high  intelligence 
.scores,  (2)  high-status  occupation  and  small 
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family  size  and  (3)  high  IQ  scores  and 
small  family  size.  The  most  telling  finding, 
however,  was  that  within  eacli  occupational 
class,  the  children  from  the  smaller  families 
had  the  higher  IQ  scores.-'  A  consistent 
negative  correlation  between  IQ  and  family 
size  in  a  tightly  designed  analysis  is  pre- 
sented by  Reed  and  Reed.--  Altus,--'  in  a 
recent  issue  of  Science,  suggested  that  the 
first  born  and  youngest  children  of  a  family 
are  likely  to  receive  the  most  adult  atten- 
tion, and  for  the  longest  time.  He  noted  that 
since  the  quality  and  quantity  of  adult  con- 
tact may  be  the  most  influential  factor  in 
determining  achievement-motivation  and 
perhaps  ability,  it  follov^'s  that  the  more 
children  a  mother  has,  the  less  attention  she 
can  provide  for  any  one  of  them. 

Chronic  diseases 

A  few  findings  linking  chronic  disease  and 
family  size  provide  another  dimension  to 
this  discussion.  Chen  and  Cobb-'  noted  a 
direct  relationship  between  I'heumatoid  ar- 
thritis and  the  number  of  siblings  one  has. 
They  also  reported  that  parental  rheuma- 
toid arthritis  and  peptic  ulcer,  among 
fathers,  are  associated  with  the  number  of 
children  in  a  family.  A  fascinating  relation- 
ship has  also  been  found  between  parity 
and  the  incidence  of  diabetes.  There  is  a 
sharp  rise,  as  parity  increases,  in  the  pro- 
portion of  observed  cases  of  diabetes  over 
that  expected,-"'  most  of  the  women  being 
over  28  years  of  age  at  the  time  of  onset. 

The  preceding  kaleidoscopic  review  can 
be  summarized  in  a  few  words.  Increasing 
family  size  is  associated  with:  (1)  in- 
creased mortality  among  infants,  (2)  higher 
prematurity  rates,  (3)  less  adequate  mater- 
nal care,  (4)  increasing  incidence  of  infec- 
tious diseases  in  parents  and  children,  (5) 
poorer  growth — both  height  and  weight — 
among  preschool  and  school  children.  (6) 
lower  IQ  scoi'es  among  children,  and  (7) 
increased  prevalence  of  selected  diseases 
among  parents. 

These  striking  associations,  along  with 
the  demographic,  social,  economic,  and  other 
considerations  mentioned  at  the  outset,  de- 
mand attention.  North  Carolina's  concern 
goes  back  many  years,  and  it  is  worth  re- 


viewing where  we  have  been  and  where  we 
are  going  in  this  critical  field. 

North   Carolina's   Response 
to  tlie  Challenge 

In  a  historic  letter  written  to  the  local 
health  directors  of  North  Carolina  in  1936, 
Dr.  George  Cooper  said,  "There  is  not  any 
argument  about  the  necessity  for  attempt- 
ing to  prevent  further  births  by  the  woman 
who  has  eight  or  ten  children  and  who  is 
diseased  and  whose  life  would  be  in  jeopardy 
by  further  childbearing.  The  problem  is  to 
do  something  about  it  before  that  stage  is 
reached.  We  are  interested  only  in  the  medi- 
cal indications  upon  which  practically  every 
physician  would  be  in  agreement,  that  is  in 
trying  to  legitimately  prevent  further  births 
among  women  who  are  bad  risks,  both  for 
themselves  and  their  babies."  -"  This  state- 
ment, a  first  in  medicine  and  public  health 
for  this  nation,  can  stand  unmodified  30 
years  later. 

Undoubtedly,  the  intervening  years  have 
seen  the  introduction  of  more  appropriate, 
acceptable,  and  effective  methods,  but  the 
earlier  convictions  of  men  like  Dr.  Cooper, 
Dr.  J.  W.  R.  Norton,  and  the  late  Dr.  James 
Donnelly  are  now  widely  held.  The  early 
groundwork  they  laid  was  unique,  since  it 
is  only  within  the  past  several  years  that  a 
substantial  number  of  other  states  decided 
to  provide  contraceptive  services  to  those 
in  medical  need. 

In  1960  Mecklenburg  County  instituted 
one  of  the  first  public  programs  offering  the 
newly  approved  oral  contraceptive.  Other 
counties  have  followed  suit.  In  1963  at  the 
state  level.  North  Carolina  introduced  intrau- 
terine device  as  part  of  its  participation  in 
the  National  Cooperative  lUD  Study.  Under 
the  skillful,  patient,  and  dedicated  guidance 
of  Dr.  Ann  Huizenga,  more  than  70  counties 
are  now  offering  this  method.  Only  4  coun- 
ties have  no  contraceptive  services.  Dr. 
Huizenga's  activities  throughout  the  state 
are  being  supplemented  by  the  recent  addi- 
tion of  two  fulltime  obstetric  consultants  to 
the  Maternal  and  Child  Health  Section  of 
the  State  Board  of  Health. 

In  summary,  North  Carolina  long  ago  saw 
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the  need  for  birth  control  services  and  pi'o- 
vided  what  methods  were  available  to  the 
medically  indigent.  With  the  advent  of  the 
newer  methods,  and  with  heightened  com- 
munity awareness  of  the  problem,  more  ef- 
fective programs  are  developing. 

State  Medical  Society  action 

In  October,  1967  the  Executive  Council 
of  the  Medical  Society  of  the  State  of  North 
Carolina  adopted  a  policy  on  family  plan- 
ning which  articulated  its  informal,  un- 
official position.  It  endorsed  the  need  for 
family  planning  because  of  the  threat  of 
()\eri3opulation ;  indicated  that  birth  con- 
trol should  be  made  available  on  a  purely 
voluntary  basis ;  endorsed  no  specific 
method,  leaving  this  decision  to  the  in- 
dividual personal  physician  as  he  advises 
and  prescribes  for  each  patient ;  recognized 
that  public  clinics  are  required  for  certain 
segments  of  the  population ;  and  finally  en- 
couraged members  of  the  Society  to  par- 
ticipate in  public  clinics  which  operated 
within  the  frame  of  the  policy  statement. 

Cooperative  approach 

The  provision  of  contraceptive  informa- 
tion and  services,  essential  as  they  are,  rep- 
resents only  one  aspect  of  family  planning. 
The  less  than  optimal  indices  of  family  for- 
mation, stability,  and  development  mentioned 
in  the  early  part  of  this  paper  present  an 
even  greater,  more  complex  challenge. 

For  some  time  the  State  Medical  Society 
has  been  concerned  with  these  health-re- 
lated problems,  recognizing  that  they  are  in- 
timately intertwined  with  the  quality  of 
life  itself.  Early  in  1967,  as  a  result  of  its 
concern,  and  with  the  realization  that  medi- 
cine and  health  were  only  a  piece  of  the 
whole,  the  Society  approached  the  State 
Board  of  Health  to  explore  a  cooperative 
endeavor.  However,  together  they  realized 
the  breadth  of  the  problem  and  sought  guid- 
ance from  the  newly  developed  Carolina 
Population  Center  at  Chapel  Hill.  A  number 
of  planning  meetings  were  held,  involving 
members  of  the  Medical  Society,  the  State 
Board  of  Health,  the  Departments  of  Mental 
Health,  Public  Instruction,  and  Public  Wel- 
fare,   the    Agricultural    Extension    Service, 


the  North  Carolina  Family  Life  Council,  and 
representatives  of  religious  denominations 
and  a  host  of  other  groups  and  organiza- 
tions. 

These  meetings  culminated  in  a  proposal 
that  a  North  Carolina  Committee  on  Popu- 
lation and  Family  be  established  with  the 
following  major  goals:  (1)  To  improve  the 
cultural  and  genetic  quality  of  the  popula- 
tion of  the  State;  (2)  to  adjust  the  popula- 
tion to  resources  and  to  the  rapidly  chang- 
ing technological  and  social  environment; 
(3)  to  .strengthen  the  family  and  the  home 
and  to  enrich  family  living;  (4)  to  develop 
new  and  productive  approaches  and  to  co- 
ordinate the  activities  of  state  agencies,  pro- 
fessional societies,  and  nonprofit  voluntary 
associations  interested  in  improving  the 
population  and  enriching  family  life  in  North 
Carolina. 

Recent  Developments 

In  October,  1967,  the  Governor  announced 
the  formation  of  the  Committee,  with  Sena- 
tor Marshall  Ranch  as  its  chairman. 
The  structure  and  organization  of  the 
Committee  will  parallel  that  of  the 
highly  successful  Governor's  Council  on 
Mental  Retardation.  The  advisory  board  ap- 
pointed by  the  Governor  has  representation 
from  the  official  state  agencies,  appropriate 
voluntary  groups,  and  the  public.  A  full-time 
professional  staff  will  be  recruited,  to  be 
followed  by  the  creation  of  working,  stand- 
ing comittees  in  the  areas  of  health,  educa- 
tion and  welfare.  This  exciting  development 
again  places  North  Carolina  in  the  fore- 
front of  those  states  acting  to  meet  their 
family  planning  responsibilities. 

Several  other  recent  developments  in 
North  Carolina  are  of  interest.  The  action 
of  the  last  legislature  liberalizing  our  laws 
on  abortion  removes  from  the  books  inef- 
fective and  anti-social  regulations.  Permis- 
sible grounds  for  abortion  noic  include:  (1) 
grave   impairment  of   the  mother's   health, 

(2)  substantial  risk  of  the  birth  of  a  child 
with  severe  physical  or  mental  defects,  and 

(3)  pregnancies  resulting  from  rape  or  in- 
cest. Concurrence  in  writing  by  three  non- 
associated  physicians  is  required  to  be  filed 
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with  the  hospital  prior  to  the  abortion.  The 
law  also  includes  a  four-month  residence 
clause.  Although  we  cannot  claim  to  be  first 
in  this  progressive  move,  only  two  other 
states  have  abolished  shameful  restrictions 
which  forced  many  women  to  seek  dangerous, 
illegal  help  when  their  conditions  were 
desperate  and  medical  help  was  clearly  in- 
dicated. 

Another  exciting  North  Carolina  develop- 
ment is  the  creation  of  the  Carolina  Popula- 
tion Center.  The  Center  is  a  University- 
wide  effort  involving  more  than  80  faculty 
members  in  at  least  17  different  depart- 
ments. It  is  directed  by  the  unusually  capable 
Dr.  Moye  Fi-eymann.  Although  teaching  and 
research  within  the  University  are  obvious 
responsibilities,  there  is  a  substantial  com- 
mitment to  assist  in  strengthening  resources 
relating  to  population  and  family  planning 
in  the  State. 

The  spectrum  of  the  Center's  interest  is 
wide.  Included  are  studies  and  experiments 
intended  to  clarify  some  of  the  educational 
and  organizational  problems  involved  in 
developing  effective  family  planning  pro- 
grams. Three  different  North  Carolina  coun- 
ties— Caswell,  Mecklenburg  and  Wake — are 
currently  working  in  concert  with  Univer- 
sity teams  in  developing  and  analyzing  such 
programs.  Statistical  studies  of  North  Caro- 
lina's population  growth,  biomedical  studies 
on  reproduction,  and  research  on  social  and 
psychological  factors  in  human  fertility  are 
also  being  pursued.  Family  life  education 
dealing  with  family  sociology,  marital  re- 
lationships and  sex  education  in  the  schools 
also  brings  the  University  in  contact  with 
local  counties  about  the  State.  Members  of 
the  Radio,  Television  and  Motion  Pictures 
Depai'tment  are  preparing  audiovisual  ma- 
terials for  use  in  family  planning  programs. 
A  Family  Health  Center,  opened  in  Septem- 
ber, 1967  at  Memorial  Hospital,  offers  con- 
traception for  limiting  family  size  and  for 
child  spacing;  premarital  counseling  and 
diagnosis  and  treatment  for  couples  with  in- 
fertility problems  and  problems  relating  to 
voluntary  sterilization  and  therapeutic  ab- 
ortion. The  clinic  is  intended  as  an  educa- 
tional resource,  not  only  for  medical,  nurs- 


ing, public  health  and  social  work  students 
at  the  University,  but  for  physicians  and 
others  from  the  State  who  wish  to  augment 
their  knowledge  and  skills  in  these  areas. 

Snmmanj 
Conceived  narrowly  or  broadly,  the  health 
of  individuals,  families,  and  society  rests 
heavily  on  successful  family  planning.  North 
Carolina  is  sensitive  to  the  challenge  and  is 
responding.  Let  the  responses  and  support  of 
its  physicians  be  vigorous,  clear,  and  in  keep- 
ing with  the  health  yields  which  so  obviously 
can  be  derived. 
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Another    Cause    of    Elevated    Alkaline    Phosphatase 

Thomas  R.  Templeton,  M.D.  and  Emery  C.  Miller,  M.D.** 


Gutman.'  in  1949,  commented  that  "by 
1940  investigation  of  the  serum  alkaline 
phosphatase  had  thus  revealed  markedly  in- 
creased levels  of  activity  in  two  general  cate- 
gories of  human  disease :  disorders  of  the 
skeleton  characterized  by  over-activity  of 
substantial  numbers  of  osteoblasts,  and  dis- 
orders of  the  hepatobiliary  system,  notably 
those  characterized  by  obstruction  of  the 
extrahepatic  or  intrahepatic  biliary  tract." 
Alkaline  phosphatase  levels  may  be  elevated 
in  cancer  of  the  pancreas  and  in  metastasis 
to  the  liver  in  the  absence  of  other  clinical 
or  laboratory  evidence  of  obstruction,  such 
as  bilirubin  retention.  A  strong  clinical  pre- 
sumption of  early  and  minimal  intereference 
with  the  hepatobiliary  system  must  exist  in 
such  circumstances,  however. 

Several  years  ago,  the  authors  had  oc- 
casion to  observe  an  alkaline  phosphatase 
level  of  17.6  Bodansky  units  in  an  early 
postpartum  patient  whose  liver  w-as  just 
palpable  beneath  the  right  costal  margin. 
All  other  liver  function  studies  performed 
were  within  normal  limits.  The  work  re- 
ported herein  grew  out  of  our  curosity  about 
this  initial  patient. 

Meranze  and  others,-  in  1937,  studied 
phosphatase  levels  in  200  parturient  women 
in  the  various  months  of  pregnancy  and  for 
the  first  ten  days  following  delivery.  Values 
of  phosphatase  activity  remain  normal  for 
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about  six  months,  but  begin  to  rise  in  the 
seventh  month  and  are  definitely  elevated 
in  the  eighth  and  ninth  month,  falling  sharp- 
ly in  the  postpartum  period.  While  normal 
pregnancy  is  not  a  "category  of  human  dis- 
ease," it  must  be  kept  in  mind  by  the  phy- 
sician as  another  cause  of  increased  alka- 
line phosphatase  in  the  blood. 

Materials  and  Methods 
The  serum  alkaline  phosphatase  was 
measured  according  to  the  method  of  Bodan- 
sky.-' Single  determinations  were  obtained  in 
18  non-pregnant  patients,  in  21  patients  in 
the  last  trimester  of  pregnancy  (34th  to  43rd 
week),  in  14  patients  in  the  early  postpar- 
tum period  (up  to  five  days),  and  in  8  pa- 
tients from  six  weeks  to  six  months  post 
part  ion.  The  latter  8  patients  were  lactating 
and  breast-feeding  their  babies. 

Results 
The  results  are  shown  in  Table  1.  Normal 
values    ranged    from    1.2    to    5.8    Bodansky 

Table  1 

Alkaline  Phosphatase  Levels   (Bodansky  Units) 

in  Pregnant  and  Pospartum  Subjects 


Normal 

Last  trimester 
of  pregnancy 

Early  post- 
partum period 

Late  postpartum 
(lactating  I 


19 


21 


14 


2.6  ±  1.2 


6.6  ±  1.8 


3,0 


1,4 


1.2  —  5,8 


2,1  —  18,8 


2,8  —  12,4 


1,8  —  3,7 


units,  with  an  average  of  2.6  units.  Analysis 
of  variance  indicates  95  ^r  confidence  limits 
of  0.598-4.812  for  normal  patients.  The  dif- 
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ference  between  the  averajye  normal  value 
and  the  average  value  for  patients  in  the 
last  trimester  of  pregnancy  is  highly  signi- 
ficant statistically,  with  P  less  than  0.05. 
The  difference  from  normal  of  early  post- 
partum patients  is  also  statistically  signifi- 
cant. Alkaline  phosphatase  is  generally  in- 
creased in  the  last  trimester  of  pregnancy, 
with  a  range  of  2.1  to  18.8  units  and  an 
average  of  8.7  units.  There  was  no  consis- 
tent relationship  between  the  duration  of 
pregnancy  (34  to  43  weeks)  and  the  level 
of  alkaline  phosphatase  observed.  Within  the 
early  postpartum  period  (five  days)  the 
level  falls  to  a  range  of  2.8  to  12.4  units, 
with  an  average  of  6.6  units.  In  late  post- 
partum patients  who  continue  to  breast-feed 
their  babies  from  six  weeks  on,  the  alkaline 
phosphatase  level  is  normal,  averaging  3.0 
with  a  range  of  1.8  to  3.7  Bodansky  units. 
The  return  to  normal  appears  to  be  rather 
prompt,  in  many  cases  within  two  weeks. 
All  patients  studied  had  levels  within  nor- 
mal range  by  the  sixth  week  post  partum. 
The  serum  alkaline  phosphatase  level  is  not 
afl'ected  by  lactation. 

It  seems  reasonable  to  suggest  that  the 
growing  fetus  might  be  a  source  for  the  ele- 
vated levels  of  phosphatase  observed  in  ma- 
ternal blood.  In  order  to  explore  this  pos- 
sibility, paired  determinations  of  alkaline 
phosphatase  were  made  in  maternal  and 
cord  blood  in  27  mothers  and  babies.  As  may 
be  seen  in  Table  2,  the  level  in  the  cord  blood 
exceeded  that  in  the  maternal  blood  in  only 
6  of  the  27  pairs  measured.  Of  the  remain- 
ing 21  pairs,  the  level  in  the  mother's  blood 
was  more  than  twice  that  of  the  fetal  blood 
in  7  cases. 

These  results  tend  to  indicate  that  the 
elevated  maternal  alkaline  phosphatase  level 
is  not  a  result  of  an  elevation  in  the  fetal 
blood.  For  this  part  of  the  study,  alkaline 
phosphatase  was  measured  by  the  method 
of  Shinowara,  Jones,  and  Reinhart.'  Nor- 
mal range  is  2.8  to  8.6  SJR  units. 

Disciis.'^io)) 
Elevated      serum      alkaline      phosphatase 
levels  in  the  last  trimester  of  pregnancy  do 
not  necessarily  indicate  liver  damage,  since 


Table  2 
Paired   Determinations    (Maternal   and   Fetal)    of 


Alkaline    Phosphatase 

(SJR   Units) 

Patients 

Maternal           Fetal 

(cord  blood) 

1. 

7.9 

8.0 

2. 

7.2 

6.0 

3. 

4.8 

8.6 

4. 

9.0 

4.0 

5. 

13.9 

7.8 

6. 

16.0 

5.7 

7. 

17.0 

5.0 

8. 

12.4 

10.6 

9. 

6.5 

7.3 

10. 

10.6 

17.1 

11. 

12.0 

4.2 

12. 

8.2 

5.2 

13. 

12.4 

10.8 

14. 

11.1 

12.2 

15. 

10.5 

8.9 

16. 

6.6 

6.6 

17. 

8.4 

4.0 

18. 

12.0 

7.4 

19. 

9.4 

6.0 

20. 

6.4 

8.4 

21. 

11.2 

5.0 

22. 

7.5 

9.4 

23. 

12.8 

4.4 

24. 

6.6 

7.6 

25. 

11.4 

9.8 

26. 

3.6 

5.5 

27. 

7.0 

6.5 

they  are  constantly  found  in  normal  preg- 
nancies. The  increased  values  return 
promptly  to  normal  in  the  postpartum 
period,  they  are  not  due  to  lactation,  nor 
are  they  derived  from  the  fetus.  Recent  work 
suggests  that  the  increased  phosphatase  in 
the  maternal  circulation  in  pregnancy  is  of 
placental  origin.  The  use  of  heat  and  ethy- 
lenediamine  tetra-acetic  acid  (EDTA)  in- 
activation,  and  electrophoresis  on  cellulose 
actetate,  reveal  that  approximately  half  of 
the  enzyme  in  the  maternal  serum  behaves 
like  placental  alkaline  phosphatase.  Placen- 
tal alkaline  phosphatase  is  remarkably 
stable  to  the  above  manipulations  after  en- 
try into  the  maternal  circulation,  whereas 
in  fetal  serum  the  enzyme  is  inactivated  by 
heat  and  EDTA  and  has  a  different  electro- 
phoretic  mobility. 

The  alkaline  phosphatase  isoenzyme  can 
be  extracted  from  the  placenta  and  is  nor- 
mally found  in  the  serum  of  women  in  the 
third  trimester  of  pregnancy,  accounting  in 
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large  part  for  the  elevated  total  serum  al- 
kaline phosphatase  level.  Nonplacental 
malig-nant  lesions  such  as  ovarian  adeno- 
carcinoma and,  in  a  male,  lung  cancer,  oc- 
casionally produce  unexplained  (not  due  to 
liver  or  bone  metastasis)  elevations  of  the 
placental   alkaline   phosphatase   isoenzyme. 

It  is  interesting  to  speculate  about  the 
relationship  of  the  elevated  alkaline  phos- 
phatase levels  to  placental  lactogenic  hor- 
mone." There  is  some  correlation  between 
phases  of  active  growth  in  children  and  al- 
kaline phosphatase  levels.  At  one  month  to 
three  years  of  age  the  values  are  11.0  to 
20.0  King-Armstrong  units,  with  an  aver- 
age of  17.0.  as  compai-ed  to  the  adult  range 
of  3.0  to  13.0  units,  with  an  average  of  7.8. 
The  levels  are  from  5  to  14  Bodansky  units, 
with  an  average  of  7  units,  compared  to  the 
adult  range  of  1.2  to  5.8  units.  Children  of 
three  to  five  years  of  age  have  an  average 
level  of  12  King-Armstrong  units,  as  against 
the  average  adult  level  of  7.8  units.  The 
placental  lactogenic  hormone  has  many  of 
the  metabolic  characteristics  of  a  growth 
hormone. 

Smntnary 

Alkaline  phosphatase  level  is  normally 
elevated  in  the  third  trimester  of  pregnancy 
and  falls  rapidly  to  baseline  levels  in  the 
early   postpartum   period.   The   elevation   is 


not  influenced  by  lactation.  The  data  tend 
to  eliminate  the  possibility  that  the  eleva- 
tion can  be  accounted  for  by  fetal  produc- 
tion of  the  enzyme.  Available  evidence  in 
the  literature  suggests  that  the  placenta  it- 
self is  the  source  of  the  increase.  An  elevated 
serum  alkaline  phosphatase  value  should  not 
be  interpreted  as  necessarily  indicating  liver 
damage  in  the  last  trimester  of  pregnancy. 
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Sepsis    in   Abortion 

Robert  G.  Brame,  M.D.,  William  A.  Nebel,  M.D.,  and  John  Whiteside,  M.D.* 


Sepsis  associated  with  abortion  is  most 
commonly  due  to  the  gram-negative  organ- 
isms. However,  any  of  the  bacteria  patho- 
genic to  man  can  be  etiologic.  Introduction 
of  the  pathogen  to  the  uterus  may  occur  by 
way  of  the  blood  or  lymph  stream,  but  most 
frequently  it  enters  by  way  of  the  genital 
tract  following  instrumentation.  Initially, 
the  infection  is  confined  to  the  endometrium 
but  soon  spreads,  unless  adequately  treated, 
to  the  myometrium,  parametrium,  peritoneal 
cavity,  and  general  body  organs.  Abscess 
formation  is  not  uncommon  and  anemia  due 


*R.    Samuel    McLaughlin    Fellow 

From    the     Department    of     Obstetrics     and     Gynecology, 
North  CaroUna  Memorial  Hospital,  Chapel  Hill,  N.  C.  27514. 


to  uterine  bleeding  and  septic  depression  of 
the  bone  marrow  occurs  frequently. 

Hemorrhagic  or  septic  shock  are  additional 
complicating  factors  of  particular  urgency. 
Hemorrhagic  shock  is  a  reasonably  well 
understood  patho-physiologic  state  charac- 
terized by  diminished  blood  volume,  reduced 
venous  return  to  the  heart,  decreased  cardiac 
output,  and  hypotension  despite  the  presence 
of  extensive  arteriolar  vasoconstriction.  Its 
response  to  adequate  whole  blood  replace- 
ment is  dramatic.  Septic  shock,  however,  is 
a  poorly  understood  complication  of  abor- 
tion. The  causative  factor  is  considered  to 
be  a  lipoprotein-polysaccharide  complex  that 
is  liberated  from  gram-negative  bacteria  on 
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disruption  of  their  cell  walls.'  The  phos- 
-pholipid  portion  of  the  complex  is  believed  to 
be  responsible  for  the  toxicity  that  is  ob- 
served, while  the  polysaccharide  accounts 
for  the  antigenicity  of  the  response. 

The  clinical  course  and  pathologic  findings 
in  individuals  who  succumb  to  the  morbid 
process  seem  to  be  related  to  the  severity  of 
the  infestation  and  the  amount  of  complex 
liberated.  Since  the  pathologic  findings  are 
compatible  with  the  Shwartzmann  phe- 
nomenon as  seen  in  lower  animals,  some  in- 
vestigators hold  that  the  two  conditions  are 
synonymous.-'^ 

Associated  with  the  release  of  endotoxin 
into  the  general  vasculature,  typical  altera- 
tions in  body  physiology  occur.  The  systemic 
blood  pressure  falls,  cardiac  return  and  car- 
diac output  are  reduced,  and  a  decrease  in 
total  peripheral  resistance  occurs.  Both  the 
metarterioles  and  venules  undergo  severe 
vasospasm,  resulting  in  the  entrapment  of 
a  significant  amount  of  the  total  blood  volume 
within  the  capillary  vascular  system.-  Par- 
tially as  a  result  of  altered  vascular  permea- 
bility, but  also  because  of  disturbed 
hemodynamics,  there  is  a  considerable 
escape  of  a  protein-poor,  red-cell-deficient 
transudate  from  the  vascular  compartment 
to  the  tissue  spaces.  This  shift  in  body  fluids 
accounts  at  least  in  part  for  the  increase  in 
hematocrit  and  the  elevated  concentration 
of  plasma  proteins  seen  in  the  clinical  state. 
Organ  perfusion  is  markedly  depressed  and 
tissue  oxygenation  is  compromised. 

Associated  with  these  profound  distur- 
bances in  body  kinetics  and  kinematics, 
there  also  are  distinct  alterations  in  body 
biochemistry.  Among  these  the  most  impor- 
tant are  (1)  an  increased  production  of  his- 
tamine, serotonin,  catecholamines,  and  Cor- 
tisol ;^"'  (2)  the  development  of  a  severe 
metabolic  acidosis  due  to  the  change  within 
the  tissues  from  an  aerobic  to  an  anaerobic 
metabolism  incident  to  the  sluggishness  of 
the  circulation  and  the  marked  decrease  in 
tissue  oxygenation.  The  depth  of  the  acidosis 
is  severely  aggravated  in  the  presence  of 
impaired  renal  function,  and  by  the  con- 
siderable loss  of  body  base  that  occurs  in 
the  presence  of  diaphoresis  and  emesis ;  and 


(3)  a  decrease  in  carbon  dioxide  combining 
power  due  to  the  associated  hyperventila- 
tion."" 

Incoagulability  of  the  blood  is  an  infre- 
quent occurrence  in  shock  in  septic  abortion, 
but  it  does  occur,  usually  as  a  consequence 
of  the  generalized  Shwartzmann  phenom- 
enon, in  which  widespread  intravascular 
coagulation  depletes  the  body's  stores  of 
clotting  elements.  This  can  result  in  throm- 
bocytopenia, hypofibrinogenemia,  hypopro- 
thrombinemia,  and  in  fact  a  deficit  in  many 
clotting  factors.  In  this  context,  the  term 
hypofibrinogenemia  is  useful  but  it  is  a 
misnomer  since  low  fibrinogen  levels  consti- 
tute but  one  facet  of  the  problem  of  failure 
of  coagulation.  In  addition  to  depletion  of 
clotting  factors,  generalized  deposition  of 
fibrin  in  the  glomerular  tufts  occurs  in  the 
kidney  and  is  believed  to  be  responsible  for 
the  early  renal  problems  that  are  seen. 

Sepsis  in  abortion,  then,  may  vary  in  in- 
tensity from  an  infection  confined  to  the 
uterine  cavity,  to  the  patient  who  dies  with 
incoagulability  of  the  blood,  severe  acidosis, 
and  renal  necrosis.  Between  these  two  ex- 
tremes may  be  found  hemorrhagic  shock, 
septic   shock,   and  septicemia. 

Review  of  Cases 
hicidence  (Table  1)  :  Since  the  opening 
of  North  Carolina  Memorial  Hospital,  1,049 
cases  of  abortions  have  been  treated,  of 
which  108  were  septic,  including  12  with 
septic  shock,  10  with  proven  septicemia,  and 
11  with  hemorrhagic  shock   (Table  1). 

Table  1 
Septic   Abortions    at   N.    C.    Memorial   Hospital 

January    1952-November   1966 

Septic  Abortions  108 

With  septic  shock  12 

With   septicemia  10 

With  iiemorrhagic  shock  11 

Duration  of  pregnancii  (Table  2)  :  Ap- 
proximately   two-thirds    of    these    patients 


Table  2 

Duration  of  Pregnancy 

No.  Cases 

Less  than  12  weeks 

73 

More  than  12  weeks 

35 

w-ere  less  than   12  weeks   in   gestation,   in- 
dicating that   at  least  one-third  were   at   a 
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stage  beyond  which  we  oi'dinarily  prefer  to 
perform  a  dilatation  and  curettage.  We  be- 
lieve, however,  that  every  patient  should 
have  surgical  curettage  of  the  uterus  before 
discharge  from  the  hospital.  We  have  at- 
tempted to  make  the  patient  afebrile  as  well 
as  to  cause  contraction  of  the  uterus  by  oxy- 
tocics, in  order  to  facilitate  the  performance 
of  this  procedure. 


Table  3 

Surgical  Managenienl 

No.  Cases 

No   surgery 

8 

Dilatation  &  curettage 

100 

Afebrile 

90 

Febrile 

10 

Other  procedures 

1 

Total 


109 


Dilatation  and  curettage  (Table  3)  :  In 
100  patients  dilatation  and  curettage  was 
the  only  surgical  treatment.  In  10  of  these 
cases  the  procedure  was  carried  out  while  the 
patient  was  febrile.  In  almost  every  instance 
this  was  done  because  of  the  excessive  bleed- 
ing and  not  because  of  the  intervention  of 
other  complications.  One  patient  who  had 
a  pelvic  abscess  underwent  hysterectomy. 


Table  4 
Septic  Sliock 


1952-1962 
1962-1966 

'    Total 


No.  Patients 

1 

11 

12 


Septic  shock  (Table  4)  :  Twelve  patients 
were  treated  for  septic  shock  during  this 
time.  It  is  of  particular  interest  that  in  the 
first  ten  years  only  one  patient  had  septic 
shock.  However,  since  1962,  a  period  of  five 
years,  we  have  seen  11  patients  with  this 
disorder,  which  suggests  to  us  that  it  may 
in  some  way  be  related  to  our  management. 

A)itibiotic  admi)tist)atio)i  (Table  5)  :  The 
method  of  administering  antibiotics  in  sep- 
tic shock  is  shown  in  Table  5.  No  patient  was 
admitted  with  shock,  no  patient  went  into 
shock  prior  to  receiving  antibiotics,  all  pa- 
tients were  given  the  drugs  intravenously, 
and  cases  of  shock  occurred  relatively  soon 
after  the   institution  of  antibiotic  therapy. 


Table  5 

Administration   of   Antibiotics  in   Septic   Shock* 
Route  No.  Cases 

Intravenous  11 

Intramuscular  1 

Total  12 

*A11  cases  of  shock  occurred  2-5  hours  afler  intravenous 
administration   of  antibiotics. 

Choice  of  agent  (Table  6)  :  All  11  patients 
experiencing  septic  shock  since  1962  received 
large  doses  of  intravenous  penicillin  and 
Chloromycetin,  which  indicates  to  us  that 
not  only  the  route  of  administration  but  also 
the  choice  of  agent  may  play  a  role  in  the 
development  of  shock.  There  were  many 
other  patients  who  received  this  same  medi- 
cation without  developing  shock,  but  it  ap- 
pears that  the  relationship  is  more  than  mere 
coincidence. 

Table  6 
Choice  of  Agent 

No.  Cases 

Penicillin  and  Chloromycetin  iIV>  10 

Tetracycline,  penicillin,  and  Chloromycetin  iIV"      1 
Tetracycline  HV)   il956i  1 

12 

Cervical  cultures  (Table  7)  :  We  have  been 
able  to  find  gram-negative  bacteria  in  only 
one  half  of  the  patients  with  septic  shock. 
One  fourth  of  the  patients  had  pathogenic 
gram-positive  bacteria,  and  normal  cultures 
were  obtained  in  two  patients.  This  would 
seem  to  indicate  that  gram-negative  bacteria 
are  not  the  only  cause  of  septic  shock,  but 
we  must  admit  that  the  absence  of  gram- 
negative  organisms  on  the  culture  does  not 
rule  out  their  presence. 


Table  7 
Cervical  Culture  in  Septic  Shock 


Gram-negative  organisms 
Gram-positive   organisms 
Normal  flora 
Not  done 


No.  Cases 
6 
3 
2 
1 

12 


Treatment  (Table  8)  :  Treatment  of  sep- 
tic shock  in  this  hospital  has  varied  con- 
siderably from  that  of  most  authors.  We  have 
preferred  to  treat  the  patients  conserva- 
tively with  intravenous  fluids  and  to  monitor 
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Table  8 

Treatment  of  Septic  Shock 

Compli 

(12  Patients) 

No.  Cases 

Maternal  deaths 

IV  fluids 

12 

Hysterectomy 

Vasopressors 

0 

Popliteal  embolus 

Vasodilators 

0 

Septicemia  proven 

Cortisone 

1 

Hemorrhagic  shock 

Dilatation  &  curettage 

10 

Hypofibrinogenemia 

Table  9 
Complications  in  Septic  Shock 


urinary  output  and  central  venous  pressure. 
We  have  used  cortisone  in  only  one  patient 
and  have  not  yet  resorted  to  vasopressor  or 
vasodilator  drugs.  Based  on  these  results, 
we  have  no  reason  to  alter  our  approach. 

Maternal  mortality  (Table  9)  :  We  believe 
it  is  highly  significant  that  we  have  recorded 
no  maternal  deaths  by  this  management,  that 
we  have  had  no  cases  of  "intractable  shock," 
and  that  we  have  had  no  incidence  of  hypo- 
fibrinogenemia. These  results  have  led  us 
to  certain  conclusions  regarding  the  appro- 
priate management  of  both  septic  abortion 
and  septic  shock. 

Discussio)! 

Paramount  among  the  immediate  con- 
siderations in  the  patient's  management  is 
assessment  of  blood  loss.  The  treatment  of 
blood  loss,  of  course,  is  transfusion,  and  at- 
tention to  this  therapy  takes  precedence  over 
any  and  all  other  considerations.  The  re- 
placement of  the  patient's  blood  loss  should 
not  be  delayed  while  therapy  is  directed  at 
some  other  facet  of  the  patient's  illness.  It 
is  very  tempting  to  believe  that  the  patient 
who  is  admitted  with  an  obvious  septic  abor- 
tion with  a  low  blood  pressure  is  suffering 
from  septic  shock,  but  it  should  be  recalled 
that  shock  from  hemorrahge  is  at  least  as 
common  a  complication  of  septic  abortion  as 
is  septic  shock. 

In  septic  abortion,  when  no  further  com- 
plication supervenes,  an  attempt  has  gen- 
erally been  made  to  have  the  patient  afebrile 
prior  to  the  evacuation  of  the  uterus,  since 
adding  the  insult  of  surgery  in  the  face  of 
significant  infection  may  present  several  ad- 
ditional hazards — uterine  perforation,  bac- 
teremia, and  greater  anesthetic  risk.  This 
conservatism  is  very  flexible,  however,  and 
there  is  a  limit  to  how  long  one  may  wait 
for  the  patient  to  become  afebrile.  A  decision 
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No.  Cases 
0 
1 
1 
3 
1 
0 


to  intervene  is  based  on  the  patient's  status 
as  measured  by  all  the  available  parameters, 
and  we  are  more  active  if  it  appears  that 
the  patient's  condition  is  worsening  in  the 
face  of  conservatism.  Surgical  intervention, 
as  well  as  its  timing,  are  matters  which 
must  be  individualized. 

We  do  not  believe,  however,  that  hys- 
terectomy is  indicated  in  the  management  of 
septic  abortion,  unless  it  becomes  obvious 
that  more  conservative  methods  of  manage- 
ment are  inadequate.  The  mere  presence  of 
bacterial  shock  is  not  considered  an  indica- 
tion for  hysterectomy,  although  some  insti- 
tutions have  employed  this  treatment  and 
express  some  optimism  about  its  result. 

Although  steroids  have  been  advocated 
by  most  authors  for  septic  shock,  it  has  been 
shown  that  adrenal  exhaustion  is  not  an  as- 
sociated phenomenon. ''-^'^  In  addition  it  should 
be  recalled  that  in  laboratory  experiments 
only  pregnant  and  cortisone-treated  animals 
do  not  require  a  preliminary  sensitizing  ex- 
posure for  development  of  the  total  patho- 
logic state."  For  these  reasons,  we  have  pre- 
ferred not  to  use  steroids  in  our  manage- 
ment, and  I  believe  the  results  are  apparent. 

While  many  reports  suggest  that  better 
survival  rates  occur  with  the  use  of  pressor 
drugs,  several  fcators  in  their  mode  of  action 
militate  against  any  success  with  these 
agents:  (1)  most  of  these  agents,  and  in 
particular  levarterenol,  cause  some  renal 
vasoconstriction;'-  (2)  further  con.striction 
of  the  peripheral  vessels  should  not  alter  the 
basic  problem,  namely,  the  pooling  of  blood 
in  the  capillary  network;  and  (3)  the  use 
of  vasoconstrictors  may  actually  contribute 
to  the  loss  of  plasma  volume  to  the  inter- 
stitial space  and  thereby  aggravate  this 
aspect  of  the  problem." 

It  has  not  been  demonstrated  that  such 
adjuncts      as      vasodilators,      vasopressors. 
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steroids,  and  other  pharmacologic  agents 
have  any  beneficial  effect  on  the  outcome  of 
septic  shock,  although  we  are  not  so  nihilis- 
tic in  our  approach  that  we  would  not  use 
vasoconstrictors  if  other  measures  are  un- 
successful. 

The  cornerstone  of  therapy  in  this  insti- 
tution has  been  to  attempt  to  maintain  cen- 
tral venous  pressure,  thereby  insuring  suf- 
ficient cardiac  output  that  perfusion  of  tis- 
sues, although  decreased,  is  neverthe- 
less adequate.  Since  there  tends  to  be  fluid 
loss  from  the  vascular  space  in  addition  to 
pooling  in  prolonged  shock,  saline  would 
appear  to  be  an  excellent  expander  of  cir- 
culating blood  volume.  Our  own  experience 
indicates  that  the  maintenance  of  the  pa- 
tient with  saline  with  the  additional  use  of 
enough  glucose  to  prevent  ketosis  has  been 
highly  effective. 

Summary 

Blood  loss  in  abortion  requires  immediate 
attention  and  adequate  replacement. 

We  next  turn  our  attention  to  the  sepsis 
and  have  come  to  believe  that  use  of  exces- 
sive amounts  of  antibiotics  may  be  as  un- 
wise as  too  little  use.  We  believe  that  smaller 
doses  and  the  intramuscular  route  of  admin- 
istration may  initially  be  more  appropriate. 

Next,  we  feel  that  the  patient  should  be 
made  afebrile  prior  to  surgical  intervention 
if  this  is  feasible,  but  accept  a  more  aggres- 
sive approach  when  it  is  apparent  that  con- 
servatism is  not  in  the  patient's  best  inter- 
est. 


When  bacterial  shock  occurs,  we  maintain 
normal  central  venous  pressure  and  attempt 
to  correct  the  metabolic  imbalance.  We  have 
attempted  to  show  the  rationale  in  our 
disinclination  to  use  routinely  vasopressors, 
vasodilators,  cortisone,  and  at  the  same  time 
indicated  that  we  are  not  able  to  show  that 
the  use  of  these  agents  is  incorrect. 
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Nothing  can  be  more  agreeable  to  the  senses,  more  tc  the  honour  of  the  inhabitants,  or 
more  conducive  to  their  health,  than  a  clean  town:  nor  can  anything  impress  a  stranger 
with  a  more  disrespectful  idea  of  any  people,  than  its  opposite.  Whatever  pretentions  people 
may  make  to  learning,  politeness,  or  civilization,  while  they  neglect  cleanliness,  they  are 
in  a  state  of  barbarity.— William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Preven- 
tion and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Pliiladelphia,  Richard 
Folwell,  1799,  p.  83. 
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Doctors    Whig    and    Tory 

Thomas  C.  Parramore,  Ph.D. 


In  these  days  of  intensified  specialization 
we  do  not  ask  of  our  busy  medical  men  that 
they  provide  us  with  leadership  in  high  mat- 
ters of  state,  even  in  times  of  national  emer- 
gency. We  happily  submit  our  collective  des- 
tiny to  the  conduct  of  the  haberdasher,  the 
soldier,  and  the  school  teacher,  but  we  con- 
fine our  doctors  to  their  hygienic  world  of 
remedies,  internal  and  external.  It  would  be 
intriguing  to  speculate  on  why  this  is  so — 
whether  because  we  do  not  really  trust  our 
most  highly-educated  and  intelligent  men, 
or  because  we  will  suffer  a  threat  to  the  na- 
tional security  before  a  threat  to  our  phy- 
sical well-being,  or  yet  whether  the  doctors 
themselves  are  lacking  in  a  sense  of  obliga- 
tion and  responsibility  when  it  comes  to  prob- 
lems outside  their  range  of  professional  in- 
terests. Manifestations  of  political  respon- 
sibility among  doctors  are  limited  largely 
nowadays  to  tendentious  pronouncements  in 
behalf  of  the  free-enterprise  system. 

It  was  not  always  so,  and  North  Carolina 
during  the  American  Revolution  offers  a 
convincing  demonstration  of  the  wider  pub- 
lic role  of  physicians  in  earlier  times.  It  may 
have  been,  of  course,  that  the  possession  of 
any  education  at  all  in  so  rude  a  society  as 
18th  Century  North  Carolina  imposed  upon 
the  possessor  an  obligation  of  leadership. 
At  any  rate,  medical  men  occupied  center- 
stage  in  the  panorama  of  revolution  from  the 
very  onset  of  the  debate  with  the  govern- 
ment of  King  George. 

Early  Patriots 

One  of  the  earliest  incidents  to  betray  the 
growing  hostility  of  the  Carolina  colonists 
occurred  at  Wilmington  in  the  late  fall  of 
1765.  On  Saturday,  November  16,  Dr.  Wil- 
liam Houston,  a  highly  respected  physician 
from  Duplin  County,  arrived  in  Wilmington 
on  business  and  took  rooms  at  a  downtown, 
tavern.  The  atmosphere  of  the  town  was 
electric  with  feeling  in  the  wake  of  the  pas- 
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sage  of  the  Stamp  Act,  which  had  gone  into 
effect  only  two  weks  before.  As  a  busy  port. 
Wilmington  would  be  affected  by  new  duties 
on  shipping  papers,  newspapers,  and  a  host 
of  other  documents  that  could  not  be  .sold 
without  the  appropriate  stamp.  Dr.  Houston 
had  been  in  town  only  a  short  time  when  he 
was  startled  to  hear  an  angry  mob  of  people 
gather  outside  his  lodgings,  insisting  thnt 
he  present  himself  before  them. 

Upon  reaching  the  street.  Dr.  Houston  was 
confronted  with  the  demand  that  he  resign 
the  ort'ice  of  Stamp  Receiver,  the  equivalent 
of  tax-collector  under  this  new  act.  The 
supreme  irony  of  the  situation  lay  in  the  fact 
that  the  doctor  had  not  yet  been  informed 
of  his  appointment.  This  fact,  however,  made 
it  easier  for  the  doctor  to  agree  to  accompany 
the  crowd  to  the  New  Hanover  court  house 
and  there  sign  a  statement  resigning  the 
odious  office  and  promising  not  to  try  to 
collect  any  stamp  taxes.  With  this.  Dr.  Hous- 
ton was  paraded  jovially  in  an  armchair 
back  to  his  quarters  where  all  joined  in  a 
round  of  seditious  toasts  and  general  good 
fellowship. 

There  was  still  hope  of  a  peaceful  issue 
out  of  the  raging  conflict  in  the  spring  of 
1775.  The  first  shots  of  the  Revolution  in 
April,  however,  produced  an  immediate  sym- 
pathetic response  in  North  Carolina.  As  soon 
as  the  news  reached  Mecklenburg  county,  a 
group  of  the  leading  citizens  of  that  area 
assembled  to  consider  how  their  resentment 
could  best  be  voiced.  At  length  Dr.  Ephraim 
Brevard  of  Charlotte,  a  Princeton  graduate, 
was  asked  to  draw  up  resolutions  renouncing 
all  political  allegiance  between  the  signers 
and  the  British  Crown.  Dr.  Brevard's  famous 
Mecklenburg  Declai'ation  of  Independence 
would  become  perhaps  the  most  remarkable 
and  controversial  document  every  struck  off 
by  the  hand  of  a  North  Carolinian. 

As  physicians  had  played  a  leading  role 
in  the  march  of  events  toward  war  so  they 
remained  in  positions  of  first  importance 
during  the  war  years.  Some  paid  heavily  for 
their  readiness  to  take  command  of  events. 
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A  leading  patriot  in  the  New  Bern  area  was 
Dr.  Alexander  Gaston.  An  Irishman  of  very 
decided  political  views,  Dr.  Gaston  was  early 
identified  as  an  outspoken  critic  of  the 
royal  policies  and  during  the  conflict  was 
remarkable  for  his  ability  to  make  himself 
loathesome  to  the  loyalists.  He  was  dining- 
with  his  family  in  New  Bern  on  August  25, 
1781,  when  a  report  was  heard  that  a  party 
of  Tory  cavalry  was  approaching  town. 
Satisfied  that  his  family  would  be  safe  if 
only  he  were  not  discovered  among  them, 
Dr.  Gaston  determined  to  flee  to  his  planta- 
tion across  the  river  until  the  enemy  had 
withdrawn.  He  had  been  gone  only  a  few 
minutes  when  Mrs.  Gaston  saw  the  Tory 
horsemen  pass  her  home  headed  straight  for 
the  river.  Rushing  out  to  try  to  prevent  in- 
jury to  her  husband,  Mrs.  Gaston  arrived  at 
the  wharf  to  find  the  soldiers  sniping  at  the 
doctor,  who  was  alone  in  a  boat  in  mid- 
stream. Ignoring  the  distraught  lady's  pleas, 
the  Tory  captain  levelled  his  rifle  over  her 
shoulder  and  shot  Dr.  Gaston  dead.  In  later 
years  the  doctor's  son,  William  Gaston, 
author  of  the  song  "The  Old  North  State," 
would  become  his  state's  most  eminent  jurist. 

A  remarkable  figure  among  the  doctors 
of  the  Continental  Army  was  Dr.  Soloman 
Hailing.  Dr.  Hailing  was  a  native  of  Den- 
mark who  served  in  the  early  part  of  the 
war  in  military  hospitals  in  Pennsylvania. 
He  was  subsequently  attached  to  a  body  of 
North  Carolina  troops  and  by  the  end  of  the 
war  had  adopted  New  Bern  as  his  home.  As 
a  leading  layman  in  New  Bern's  Christ  Epis- 
copal Church,  Dr.  Hailing  became  alarmed 
at  the  declining  condition  of  the  Episcopal 
organization,  the  result  of  that  sect's  having 
become  identified  in  the  public  mind  with 
profund  loyalism.  Entering  upon  theological 
studies.  Hailing  obtained  ordination  into  the 
priesthood  and  in  later  years  was  the  most 
industrious  of  a  beleaguered  handful  of  mini- 
sters who  sought  to  rebuild  the  shattered 
North  Carolina  church.  Besides  occupying 
demanding  position  sat  churches  in  New 
Bern,  Wilmington  and  Georgetown,  South 
Carolina,  he  continued  his  scientific  studies 
and  at  the  time  of  his  death  was  on  the  verge 
of  publishing  a  medical  volume.  His  relent- 


less energy  and  broad  culture  were  indis- 
pensable in  the  rebirth  of  his  church  after 
the  war. 

Dr.  Tliomas  Burke 

Easily  the  most  prominent  physician  in 
North  Carolina  during  the  Revolution  was 
Dr.  Thomas  Burke.  A  native  of  Galway,  Ire- 
land, Burke  pursued  both  medical  and  legal 
studies  before  coming  to  America  as  a  phy- 
sician in  the  1760s.  As  a  resident  of  Acco- 
mack county,  on  Virginia's  Eastern  Shore, 
he  won  local  fame  as  a  poet,  many  of  his 
compositions  appearing  in  Virginia  news- 
papers. Only  one,  "Hymn  to  Spring  by  a 
Physician,"  mentions  his  life  as  a  doctor: 
"0  give  me,  Phoebus !"  writes  the  poet, 

all  thy  healing  Art. 
Teach  me  to  banish  Languor  from  the  Heart, 
to  bid  the  Blood  with  gen'rous  Vigor  flow 
And  the  calm  Breast  with  conscious  Health  to  glow. 
To  frustrate  each  Eumenidean  Bane 
Transfusing  Bliss  for  agonizing  Pain." 

Around  1770  Dr.  Burke  settled  on  a  farm 
near  Hillsborough,  North  Carolina,  where, 
as  a  man  of  skill  in  both  medicine  and  law, 
a  shrewd  businessman  and  a  scholar,  the 
doctor  fell  easily  into  a  role  of  leadership 
from  the  opening  shots  of  the  Revolution. 
He  helped  to  draw  up  the  State  Constitution 
in  1776,  served  two  and  a  half  terms  in  the 
Continental  Congress,  and  in  1781  was 
elected  by  the  General  Assembly  to  the  gov- 
ernship  of  the  State.  He  had  scarcely  taken 
oflice  when  he  was  captured  at  Hillsborough 
by  British  forces  and  sent  oft'  to  imprison- 
ment at  Charleston.  Dr.  Burke  escaped  in 
1782  and  returned  to  North  Carolina,  dying 
at  his  farm  in  Orange  county  in  the  following 
year. 

Gabriel  Johnston  was  another  trained 
physician  who  held  the  oflice  of  governor  of 
North  Carolina  in  the  18th  Century. 

Dr.  Hitf/h  WiUiam.<iO)i 
No  list  of  distinguished  physicians  of  the 
Revolution  would  be  complete  without  the 
name  of  Hugh  Williamson.  By  the  time  Dr. 
Williamson  established  residence  in  North 
Cai-olina  in  1777,  he  was  already  a  scholar  of 
international  acclaim.  A  Pennsylvanian,  he 
had  studied  at  the  College  of  Philadelphia, 
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at  the  University  of  Edinburgh,  and  in  Lon- 
don, before  taking  his  medical  degree  at  the 
University  of  Utrecht.  The  outbreak  of  the 
war  found  Dr.  Williamson  back  in  Philadel- 
phia engaged  with  Benjamin  Franklin  in 
electrical  experiments,  an  experience  that 
later  formed  the  topic  of  one  of  William- 
son's numerous  scientific  publications. 

In  1777  Dr.  Williamson  located  at  Eden- 
ton  where,  along  with  scores  of  other  enter- 
prising men,  he  went  into  the  West  India 
trade.  Within  a  short  time,  however,  he  of- 
fered his  services  to  the  State  of  North 
Carolina  and  was  soon  afterward  appointed 
surgeon-general  of  the  State  troops.  As  prin- 
cipal medical  officer.  Dr.  Williamson  per- 
formed meritoriously  in  advocating  the 
inoculation  of  the  soldiers  against  smallpox, 
then  a  highly  controversial  practice,  and  in 
improving  the  conditions  of  sanitation  of  the 
men  under  his  supervision.  At  a  camp  in  the 
Dismal  Swamp  in  the  winter  of  1780-1781, 
he  was  able  to  hold  the  incidence  of  death  to 
only  two  out  of  the  1200  men  for  which  he 
was  responsible,  an  altogether  unheard  of 
record  for  that  era.  He  was  an  author  and 
signer  of  the  Federal  Constitution  of  1787 
and  a  leading  public  figure  in  North  Caro- 
lina until  his  removal  to  New  York  in  1793. 

Williamson  later  wrote  a  two-volume  His- 
tory  of  North  Carolina  which  was  not,  it  may 
be  conceded,  a  particularly  happy  eff'ort, 
though  it  contains  interesting  observations 
on  the  conditions  of  health  and  the  influence 
of  climate,  especially  in  the  coastal  plain.  He 
died  in  1819,  widely  renowned  for  his  learn- 
ing in  mathematics,  astronomy,  general  sci- 
ence and  economics  as  well  as  medicine. 

Medical  Loyalists 

Not  all  of  the  North  Carolina  physicians, 
of  course,  took  the  side  of  the  rebels  in  the 
Revolution.  The  political  loyalties  of  our 
physicians  were  deeply  divided,  the  conse- 
quence of  many  of  the  leading  men  of  med- 
icine having  studied  in  British  universities 
and  having  absorbed  far  more  veneration 
for  the  Old  World  and  its  curious  ways  than 
the  typical  American  farmer  or  laborer.  This 
was  still  more  true  of  the  states  to  the  north, 
but  even  in  North  Carolina  there  were  many 


leading  practitioners  who  wagered  and  lost 
their  fortunes  in  defense  of  the  royal  pre- 
rogative. 

A  representative  physician  of  this  latter 
kind  was  Dr.  Thomas  Cobham  of  Wilming- 
ton. A  Scot  who  came  to  North  Carolina  in 
1765,  Cobham  w^as  a  man  of  education  and 
refinement  who  married  well  and  within  a 
decade  had  accumulated  a  considerable  es- 
tate, including  the  finest  house  in  Wilming- 
ton. He  accompanied  Governor  Tryon  as  an 
army  surgeon  in  the  campaign  against  the 
Regulators  around  Hillsborough  and  Salis- 
bury in  1771.  Following  the  Battle  of 
Moore's  Creek  Bridge,  the  bitter  opening 
conflict  of  the  Revolution  in  North  Carolina, 
he  treated  without  pay  the  Tory  wounded. 

Despite  his  associations  with  Tryon  and 
loyalism.  Dr.  Cobham  remained  with  his 
family  in  Wilmington  for  five  years.  He  was 
pressed  to  sign  an  oath  of  loyalty  to  the 
patriot  cause  but  got  round  the  requirement 
by  having  a  sympathetic  magistrate  falsely 
certify  that  he  had  signed  the  oath.  In  early 
1781  he  departed  Wilmington  to  become  a 
surgeon  in  the  British  army.  He  returned 
to  England  in  1786  in  the  hope  of  being 
reimbursed  for  the  estate  he  had  lost  in 
America,  but  his  appeals  were  answered  by 
the  Crown  with  only  token  awards.  An  in- 
teresting testimonial  to  his  high  standing  in 
pre-Revolution  Wilmington  is  the  little  vol- 
ume entitled  Journal  of  a  Lady  of  Qiiality, 
the  narration  of  an  English  visitor.  Miss 
Janet  Schaw,  who  spent  several  months  in 
the  Cape  Fear  country  in  1775. 

Somewhat  more  fortunate  than  Dr.  Cob- 
ham was  Dr.  Robert  Lenox,  yet  another 
Scotsman.  After  settling  in  Edenton  around 
1755,  Dr.  Lenox  married  Frances  Pollock, 
wealthy  graddaughter  of  former  Governor 
Thomas  Pollock.  He  remained  the  leading 
physician  in  the  Albemarle  area  even  after 
he  was  convicted,  in  1763,  of  adultery  with 
the  wife  of  a  leading  merchant.  At  the  out- 
break of  the  Revolution  Lenox  was  requested 
to  sign  an  oath  of  loyalty  to  the  new  govern- 
ment but  declined  to  do  so.  In  1777  he  was 
on  the  point  of  being  exiled  from  the  State 
when  he  gave  in  and  reluctantly  took  the 
required  oath. 
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Surrounded  by  mistrust  and  suspicion 
though  supported  by  friends  like  James 
Iredell.  Dr.  Lenox  remained  in  North  Caro- 
lina for  two  more  years  but  was  finally  com- 
pelled to  quit  the  state.  He  made  Jiis  way  to 
London  and  there  spent  two  lonely  and 
sickly  years  before  taking  ship  for  America 
late  in  the  war  and  risking  legal  proceedings 
against  him  in  order  to  return  to  his  family. 
With  powerful  friends  coming  to  his  sup- 
port, Lenox  was  able  to  live  out  his  last 
years  in  peace,  dying  in  Bertie  county  in 
1789. 

More  important  to  the  loyalist  cause  in 
North  Carolina  than  either  Drs.  Cobham  or 
Lenox  was  Dr.  Alexander  Morrison  of  Moore 
county.  Born  on  the  island  of  Skye,  off  the 
coast  of  Scotland,  in  1717,  Morrison  was 
noted  prior  to  his  departure  for  America  in 
1772  as  co-author  of  a  volume  of  history  en- 
titled Antiquities  of  Scotla)id.  Settling  near 
Carthage,  N.  C,  Dr.  Morrison  and  his  fel- 
low Highlanders — he  had  come  to  America 
in  a  group  of  300 — were  not  yet  assimilated 
into  their  new  surroundings  when  they  were 
imposed  upon  in  1775  to  make  a  choice  be- 
tween treason  to  their  king  and  discourtesy 
to  their  neighbors.  In  February,  1776  a 
group  of  Highlanders  met  at  Dr.  Morrison's 
farm  and  vowed  to  raise  a  body  of  troops 
for  His  Majesty's  service.  Dr.  Morrison  him- 
self recruited  a  company  of  soldiers  and 
acted  as  quartermaster  for  all  the  companies 
raised  for  the  king  in  that  area.  At  Moore's 
Creek  Bridge  on  February  27,  the  Tory  units 
were  smashed  by  the  Continentals  and  Dr. 
Morrison  was  taken  prisoner.  He  was 
marched  off  to  a  jail  in  Halifax  and  spent 
a  large  part  of  the  war  as  a  captive  before 
finding  his  way  back  to  Britain  after  the 
war.  Like  Dr.  Cobham  he  was  deprived  of 
all  of  his  estate  and  left  destitute  by  the 
resolution  of  the  conflict. 

Scots  and  Irislnneii 

The  reader  will  have  by  now  marked  the 
central  part  played  in  North  Carolina's  pub- 
lic life  during  the  Revolution  by  doctors  of 
Irish  and  Scottish  origin.  This  is  not  sur- 
prising in  view  of  the  fact  that  most  of  the 
leading  American  physicians  in  colonial  days 
were   natives   of   Scotland   and    Ireland.    In 


part,  this  was  owing  to  the  difficulties  en- 
countered by  any  but  English  doctors  in  ris- 
ing to  the  front  ranks  of  society  in  Great 
Britain.  In  this  respect,  England's  loss  was 
decidedly  America's  gain  since  Scotland,  in 
particular,  boasted  several  of  the  finest 
academic  institutions  in  the  world.  The  Uni- 
versity of  Edinburgh,  at  which  some  of  the 
North  Carolina  doctors  received  their  train- 
ing, at  that  period  of  history  far  outdis- 
tanced either  Oxford  or  Cambridge  in  the 
renown  of  its  medical  faculty  and  the  rigor 
of  its  medical  training.  Arrived  in  America 
as  poor  but  highly  skilled  practitioners, 
many  would  adopt  the  graceful  course  to 
wealth  taken  by  Drs.  Lenox  and  Cobham, 
viz.  marry  it. 

Conclusio7i 
Co-authorship  of  the  State  and  Federal 
Constitutions,  chief  executive  of  the  State 
during  the  Revolution,  authorship  of 
the  Mecklenburg  Declaration — these  are 
splendid  achievements  in  which  the  medical 
profession  should  take  great  pride.  But  the 
tradition  of  public  service  in  fields  other  than 
medicine  seems  to  have  declined  rather 
sharply  with  the  passing  of  the  first  genera- 
tion of  doctors  who  came  from  Europe  to 
America.  In  the  earlier  period.  Dr.  John 
Lederer  had  been  one  of  the  first  explorers 
of  North  Carolina,  apothecary  John  Lawson 
had  written  the  first  work  on  the  history  of 
this  colony,  Dr.  John  Brickell  wrote  the 
second,  Williamson  wrote  the  third.  Dr. 
Josiah  Hart  had  become  a  pioneer  Baptist 
missionary.  Dr.  John  Boyd  ,had  given  his 
life  to  the  service  of  Anglican  congregations 
in  the  Albemarle  section.  Perhaps  the  era 
of  intensive  specialization  has  dictated  the 
restriction  of  the  physician  to  the  clinic. 
But  it  is  a  matter  for  sober  reflection  when 
motion  picture  idols  and  restaurant  owners 
are  drafted  to  fill  the  vacancies  which  men  of 
learning  do  not  seek. 
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Radioisotopes  in  Clinical  Medicine 

THE  RADIOISOTOPE  RENOGRAM 
C.  Douglas  Maynard,  M.D.^'^ 

The  renogram,  frequently  confused  with 
the  renal  scan  (discussed  in  last  month's 
Journal),  is  another  radioisotope  procedure 
for  evaluation  of  renal  function.  It  is  not  a 
"picture"  of  the  kidney,  but  a  graphic  re- 
cording of  the  appearance  and  disappear- 
ance of  a  radiopharmaceutical  as  it  is  ex- 
creted by  the  body  by  normal  renal  func- 
tion. 

Winter^  and  Taplin-  first  introduced  this 
differential  renal  function  study  employing 
Iodine-131  iodopyracet  (Diodrast)  in  1956. 
The  early  agents,  however,  were  not  entirely 
satisfactory  due  to  some  liver  excretion.  In 
1960,  Tubis  et  aV  introduced  1-131  ortho- 
iodohippurate,  and  since  that  time  a  wide 
number  of  substances  and  many  approaches 
to  the  performance  as  well  as  the  analysis 
of  the  renogram  curves  have  been  presented. 

Piinciple 
Substances  removed  by  means  of  glomeru- 
lar filtration,  tubular  secretion,  or  a  combi- 
nation of  both  can  be  used  in  renography  if 
they  can  be  tagged  with  an  appropriate 
radioisotope.  Following  intravenous  admin- 
istration of  these  compounds,  two  external 
detecting  crystals  located  adjacent  to  each 
renal  area  can  trace  the  appearance,  accu- 
mulation, and  excretion  of  these  radiophar- 
maceuticals by  each  kidney. 

Radiopharmaceuticals 
The  most  widely   employed   agents   have 
been  contrast  media  commonly  used  in  diag- 
nostic  radiology   since   they   contain   iodine 
which  can  readily  be  substituted  with  radio- 


Ninth  in  a  series  of  articles. 

*James  Picker  Fellow  in  Radiologic  Research,  Depart- 
ment of  Radiology,  The  Bowman  Gray  School  of  Medicine, 
Winston-Salem,  N.   C.  27103. 


iodine  (1-125  or  1-131).  Among  these  are 
Urokon,  Miokon,  Renografin,  Neopax,  Con- 
ray,  Diodrast,  Hypaque,  and  Hippuran. 

Sodium  ortho  iodo-hippurate  labelled  with 
1-131  or  1-125  is  currently  the  agent  of 
choice  for  routine  renograms.  It  is  excreted 
mainly  by  tubular  secretion  (approximtely 
90' r  )  and  is  equivalent  to  para-aminohip- 
puric  acid  (PAH).  The  radiation  exposure 
to  the  patient  is  negligible,  about  one  two- 
thousandths  of  the  radiation  exposure  ex- 
perienced by  a  person  during  intravenous 
pyelography. 

Patient  Preparation 

Preparation  of  patients  for  renogram 
studies  may  vary  from  the  production  of 
the  dehydrated  state  to  overhydration  and 
diuresis.  Diuresis  speeds  up  the  excretion 
of  the  test  agent,  while  severe  dehydration 
may  prolong  the  functional  portions  of  the 
renogram.  It  is  preferable  to  perform  the 
renogram  prior  to,  or  at  least  24  hours  after, 
intravenous  pyelograms.  because  the  agents 
used  may  saturate  the  renal  tubular  trans- 
port mechanism. 

Procedure 

The  renogram  is  most  commonly  per- 
formed with  the  patient  in  the  sitting  or  the 
supine  position. 

The  most  important  portion  of  the  pro- 
cedure is  the  location  of  the  kidneys,  since 
an  accurate  localization  of  the  probe  over 
the  kidney  is  mandatory  for  obtaining  satis- 
factoiy  curves.  Location  of  the  kidney  may 
be  achieved  by  employing  intravenous  pyelo- 
grams and  x-rays  of  the  abdomen  or  ad- 
ministering small  doses  of  mercury-197 
chlormerodrin  (5  microcuries)  to  the  pa- 
tient 30  minutes  to  one  hour  prior  to  the 
procedure. 

Following  satisfactory  positioning  of  the 
detecting  probes,  the  paper  chart  recording 
is  begun  and  the  isotope  is  introduced  in- 
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Right 


Fig. 


Minutes 
1.   Lett — Normal  renogram  curve.  A  similar  curve    is    obtained    for    each    kidney.    Center — Typical    pattern 


with  renovascular  hypertension.  Note  the  flattened  second  phase  and  increased  renal  transit  time  on  the  left  as 
compared  to  the  right.  Right— Typical  pattern  obtained  with  obstructive  uropathy.  Note  the  steady  rise  of  the  curve 
on  the  right  side  without  an  execretory  phase. 


travenously  as  a  bolus.  A  satisfactory  bolus 
is  dependent  upon  the  speed  and  the  volume 
of  injection;  less  than  one-half  cubic  centi- 
meter of  volume  is  desired. 

Approximately  20  to  40  minutes  is  re- 
quired to  perform  a  conventional  radioiso- 
topic renogram. 

Results 

It  is  generally  accepted  that  there  are 
three  different  components  of  the  normal 
renogram  curve  (Fig.  1,  left).  Classically 
these  components  are  described  as  the  vas- 
cular, secretory  (tubular),  and  excretory 
phases.  Dore  et  aU  prefer  to  call  these  phases 
tracer  appearance,  blood  floiv,  and  drainage. 

The  initial  portion  of  the  curve  (vascular 
or  tracer  appearance)  is  classically  inter- 
preted as  representing  the  influx  of  the 
radioactive  bolus,  which  is  contributed  to 
by  both  flank  and  renal  vasculature. 

The  second  portion  of  the  curve  (secre- 
tory, tubular,  or  blood  flow  curve)  is  felt 
by  Taplin-  to  be  directly  proportional  to  re- 
nal blood  flow.  It  has  been  shown  that  the 
isotope  does  not  arrive  in  the  bladder  until 
the  end  of  the  second  phase ;  therefore,  renal 
transit  time  (the  time  from  urine  formation 
in  the  nephrons  to  the  time  when  the  urine 
leaves  the  pelvis)  is  equal  to  the  duration  of 
the  second  portion  of  the  curve. 


Clinical  Applications 

Renovascida)-  hypertension :  Since  1959  the 
renogram  has  been  widely  employed  as  a 
screening  test  for  hypertensive  patients.''-" 
Repeated  negative  renograms  in  a  hyperten- 
sive patient  greatly  reduce  the  probability 
of  a  renal  cause,  since  most  proven  reno- 
vascular hypertensive  patients  with  main 
renal  artery  occlusive  disease  have  distinctly 
abnormal  renograms.  Findings  typically  con- 
sist of  flattening  of  the  second  phase  and 
increased  renal  transit  time  (Fig.  1  center). 
Properly  performed  and  interpreted,  the 
renogram  can  detect  90  Sf  of  the  patients 
with  renovascular  hypertension.  The  inci- 
dence of  false  positives  is  25'(:-30'(,  due  to 
many  other  diseases  which  cause  detectable 
renographic  changes ;  the  incidence  of  false 
negatives,  however,  is  S'Jv-lO'^c.  The  reno- 
gram may  fail  to  detect  segmental  lesions. 

The  renogram  is  also  quite  helpful  in  the 
postoperative  evaluation  of  patients  follow- 
ing renal  artery  repair  to  determine  such 
complications  as  renal  vein  thrombosis  or  oc- 
clusion of  the  graft. 

Chronic  pyelonephritis:  Patients  with 
chronic  pyelonephritis  can  be  detected  as 
well  as  followed  by  means  of  renography. 
The  characteristic  changes  described  by 
Dore  et  aP  are  a  reduction  in  the  slopes  of 
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the  second  phase  and  delayed  onset  of  excre- 
tion. These  changes  are  accentuated  in  the 
dehydrated  state. 

Obstructive  uropatJnj:  The  renogram  is  a 
simple,  nontraumatic,  rapid  method  for  the 
evaluation  of  ureteral  obstruction,  as  well 
as  for  reevaluation  following  surgical  cor- 
rection. A  pattern  of  increasing  isotope  ac- 
cumulation is  characteristic  (Fig.  1,  right). 
The  renogram  is  also  useful  in  the  preopera- 
tive evaluation  of  ureteral  obstruction  in  pa- 
tients with  pelvic  carcinoma  and  for  follow- 
up  after  treatment. 

Skdidkoii 

The  conventional  radioisotope  renogram 
affords  the  clinician  a  simple,  rapid,  and 
atraumatic  test  for  evaluation  of  individual 
renal  function.  It  is  of  considerable  value  in 
detecting  patients  with  renovascular  hyper- 
tension, in  following  the  course  of  treatment 
of  such  diseases  as  pyelonephritis,  and  in 
following  the  degree  and  course  of  obstruc- 
tive uropathy. 
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In  ancient  Rome  the  greatest  men  did  not  think  cleanliness  an  object  unworthy  of  their 
attention.  Pliny  says,  the  Cloacae,  or  common  sewers,  for  the  conveyance  of  filth  and  nasti- 
ness  from  the  city,  were  the  greatest  of  all  the  public  works:  and  bestows  higher  encomiums 
upon  Tarquinius,  Agrippa,  and  others  who  made  and  improved  them,  than  on  those  who 
achieved  the  greatest  conquests.— William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the 
Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Philadelphia, 
Richard  Folwell,  1799,  p.  83. 
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A   STUDENT  TALKS  ABOUT 
MEDICAL  TEACHING 

In  the  July,  1967  issue  of  Pharos,  the  Al- 
pha Omega  Alpha  magazine,  there  appears 
a  series  of  papers  on  "The  Aims  of  Medi- 
cal Education."  taken  from  a  symposium 
held  at  the  Washington  University  School 
of  Medicine  in  St.  Louis.  The  contributions 
are  by  three  of  the  school's  full-time  faculty 
members,  a  member  of  the  volunteer  faculty, 
and  a  medical  student.  All  the  papers  were 
interesting,  but  most  provocative,  perhaps, 
were  the  remarks  of  the  fourth-year  student, 
now  Doug  W.  Alvord,  M.D.  Not  too  many 


discussions  of  medical  education  have  in- 
cluded much  by  way  of  student  contribu- 
tions, perhaps  because  faculties  feel  they  al- 
ready know  quite  well  what  the  students 
have  on  their  minds,  or  else  consider  student 
contributions  too  biased,  or  too  lacking  in 
experience  of  what  they  need  to  know,  to  be 
of  much  use.  Often  what  student  contribu- 
tions there  are  come  from  questionnaires 
conceived  by  committees  and  answered  in 
anonymity,  not  always  the  best  way  to  bring 
out  the  responsible  side  of  a  person's  in- 
volvement with  a  series  of  questions.  In  any 
event.  Dr.  Alvord's  remarks  have  the  quality 
of  thoughtfulness  that  breeds  interest,  and 
despite  his  disclaimer  of  being  a  spokesman 
for  any  group,  merit  attention. 

In  Dr.  Alvord's  view  medical  education 
can  be  divided  into  three  parts — the  trans- 
fer of  basic  preclinical  knowledge  from  the 
various  specialists  to  the  student ;  the  ac- 
quisition of  clinical  knowledge  and  skills; 
and  the  ingraining  into  the  student  of  such 
intangible  qualities  as  integrity,  ethics, 
morals,  honesty,  empathy,  esprit  de  corps, 
and  so  on.  In  the  acquiring  of  clinical  skills 
he  mentions  that  the  tired  term  "scutwork" 
means  to  medical  students  work  to  which 
no  real  importance  is  attached  by  the  faculty, 
not  necessarily  work  that  is  difficult  or  in- 
convenient. The  inculcation  of  intangibles 
rests  largely,  he  says,  on  the  way  people  act 
during  the  daily  tasks  of  his  student  years — 
teachers,  house  staff,  fellow  students ;  and  he 
is  uneasy  over  his  feeling  that  slick  opera- 
tors are  those  who  seem  to  reap  the  re- 
wards. Perhaps  his  most  telling  and  provoca- 
tive point  is  his  closing  obsei'vation,  worth 
quoting : 

...  it  seems  to  me  that  electives  and  early  special- 
ization for  medical  students  are  analogous  to  elec- 
tives and  specialization  for  grade  school  students 
who  are  learning  reading,  writing,  and  so  forth. 
Furthermore,  to  the  student  it  is  not  his  schedule 
that  is  important  so  much  as  being  a  part  of  the 
group  with  a  name  being  exposed  to  experiences, 
teachers,  classes,  and  conferences  that  are  too  good 
to  miss,  and  being  expected  to  work  hard  and  per- 
form well  and  being  excited  enough  about  what  he 
is  doing  that  he  can  rise  to  the  challenge. 

As  one  hears  news  of  educational  "ad- 
vances" today^ — (luestion  and  answer  sessions 
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with  computers,  programmed  learning,  TV 
taping  of  lectures  for  later  review  and  for 
those  who  weren't  in  class,  TV  broadcast- 
ing, and  similar  projects,  one  wonders  if 
human  beings  aren't  so  constructed  that  the 
fundamental  process  of  learning  will  always 
be  direct  personal  contact  with  some  es- 
teemed source  of  knowledge  or  skill.  In  the 
light  of  Dr.  Alvord's  observations,  highly 
structured  curricula  making  use  of  gadget- 
filled  classroom  and  lab  facilities  assume  dif- 
ferent dimensions  and  seem  to  shrink  when 
looked  at  together  with  a  bright  student 
and  a  concerned,  prepared  teacher,  both 
anxious  to  get  the  most  of  their  time  to- 
gether. Unfortunately,  such  a  teacher  is 
often  not  furthering  his  own  career  in  con- 
temporary academic  circles  as  much  as  if 
he  were  in  a  distant  committee  meeting  or 
in  his  laboratory,  while  the  TV  tape  sub- 
stitutes for  him.  There  is  much  lip  service, 
at  least,  being  given  these  days  to  the  vir- 
tues of  teaching,  but  are  those  in  the  power 
structure  which  channels  the  spending  of 
governmental  and  private  funds  actually  in- 
terested in  acting  on  the  pleas  made  for  the 
teacher  as  such?  Does  the  faculty  member 
primarily  interested  in  teaching  and  the  care 
of  patients  have  a  voice  in  the  halls  of  the 
mighty?  Is  he  even  close  enough  to  the  door 

to  be  heard? 

*     *     * 

THE  DANGERS  OF 
BECOMING  INCENSED 
John  Hunter,  in  saying  that  he  was  at  the 
mercy  of  any  fool  who  chose  to  anger  him, 
was  referring  to  his  angina  pectoris,  which 
is  certainly  no  ailment  for  those  easily  in- 
censed. However,  the  title  of  this  editorial 
refers  to  a  different  sort  of  burning,  going 
back  to  where  the  use  of  the  Latin  root 
branched  off.  Two  British  investigators* 
wondered  whether  the  strikingly  high  inci- 
dence of  nasopharyngeal  cancer  in  Asians 
was  related  to  breathing  incense  smoke.  Ac- 
cordingly they  got  some  incense  and  passed 
it  through  rituals  as  mysterious  as  those 
incense  is  accustomed  to,  and  found  that 
there     were     several     suspicious     polycyclic 


♦Carcinogens   in   Cliinese    Incense    Smoke, 
(Nov.   11)   1967. 
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hydrocarbons,  among  them  the  notorious 
3,4  benzopyrene  (0.4  micrograms  per  stick). 
Thus  incense,  that  sweet  blandishment  of  the 
East,  has  a  bad  side  too. 

Tobacco  smoke,  has  of  course,  long  since 
passed  into  the  status  of  a  lurking  cloud  of 
evil.  Fossil  fuels  are  loaded  with  bad  things. 
Several  years  ago  the  burning  of  steak  was 
found  to  produce  carcinogens.  Cigarette 
paper  has  been  suspected.  The  vapors  of  pine 
forests  that  produce  the  "smoke"  in  our 
Smokies  have  been  accounted  not  so  good. 
Ivow  incense  joins  this  bad  lot.  We  await 
news  about  the  burning  banana — it  has 
been  absolved  of  narcotic  properties,  but 
will  it  prove  innocent  of  polycyclic  hydro- 
carbons? 

*     *     * 

THE  GOOD  AND  THE  BAD  OF 
MEDICAL  PUBLICITY 

The  overwhelming  interest  of  the  press 
and  the  public  in  medical  affairs  has  never 
been  better  shown  than  it  has  in  connection 
with  the  recent  heart  transplant  operations. 
Dr.  Barnard  daily  in  the  papers,  on  the  cover 
of  Time,  and  on  various  television  shows; 
Dr.  Shumway  holding  a  press  conference; 
Dr.  Kantrowitz  being  interviewed,  and  so 
on — all  of  this  is  an  exposure  to  the  public 
that  most  physicians,  indeed  most  scientists, 
would  think  more  in  the  line  of  duty  of 
politicians  and  actors  than  of  themselves. 
Whether  being  caught  up  by  the  forces  of 
modern  news  gathering  and  dissemination 
is  good  or  bad  depends  on  one's  attitude,  and 
it  can  be  argued  that  there  is  no  simple 
means  to  evaluate  the  worth  of  such  public 
exposure. 

On  the  bad  side,  one  can  object  that  heart 
transplants  are  experiments  being  done  for 
the  first  time  in  human  beings,  which  must 
be  carefully  followed  for  a  long  period  of 
time  before  thej'  can  be  judged  successful 
or  not.  Announcements  should  be  made 
when  the  experiment  is  finished,  not  when  it 
is  begun.  Premature  announcement  puts 
pressure  on  other  experimenters  to  rush  into 
things  which  need  careful  development. 
Along  with  the  effects  on  the  experimenters 
come  the  raising  of  premature  hopes  on  the 
part  of  prospective  patients,   which   in   the 
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case  of  heart  transplantation  means  enor- 
mous numbers  of  people.  When  disillusion- 
ment comes  for  these  patients  the  medical 
profession  will  suffer.  The  disruption  of  the 
personal  life  of  everyone  connected  with  the 
operations  themselves — the  patient  and  his 
family,  the  donor's  family,  and  the  medical 
team — is  unwelcome,  especially  at  a  time 
when  conservation  of  mental  and  physical 
energies  is  needed. 

Speaking  most  eloquently  for  the  good  is 
the  stimulation  of  interest  in  providing 
money  for  medical  research,  and  equally  im- 
portant, interest  in  solving  the  legal  and 
moral  questions  involved  in  organ  trans- 
plantation. It  is  true  that  we  have  for  years 
been  transplanting  one  tissue  in  large  quan- 
tities— blood — but  organ  transplants  are  dif- 
ferent in  many  ways.  Human  beings  are  so 
constituted  that  an  element  of  drama  is 
often  needed  to  make  them  face  the  com- 
plex issues  such  as  those  surrounding  organ 
transplantation,  and  the  heart  transplant 
operations  seem  to  have  done  the  trick. 
Even  few  physicians  realize  that  as  things 
stand  now,  the  Federal  Trade  Commission 
has  ruled  that  blood  is  a  commodity  and 
therefore  blood  banks  are  subject  to  fed- 
eral anti-trust  legislation!  The  same  prin- 
ciple can  be  applied  to  organs,  and  the 
thought  of  having  to  deal  with  the  Federal 
Trade  Commission  in  such  matters  is  at  once 
irritating  and  ridiculous.  The  profession  as 
a  whole  surely  backs  the  AMA  in  its  sup- 
port of  Senator  Long's  (Missouri)  bill  to 
exempt  human  tissue  from  the  provisions  of 
the  Federal  Trade  Act,  as  well  as  local  legis- 
lation designed  to  achieve  the  same  end. 
(North  Carolina's  legislature  has  not  yet 
been  asked  to  act  on  such  a  bill.)  Existing 
laws,  as  well  as  tradition,  offer  little  help 
in  establishing  procedures  for  immediate  re- 


moval of  organs  after  death.  In  fact,  the 
legal  definition  of  death  requires  reexamina- 
tion in  light  of  modern  knowledge,  as  dis- 
cussed in  a  recent  Journal  article  (NCMJ 
28:457-460,  November,  1967). 

In  the  balance,  it  would  seem  that  the 
publicity  surrounding  the  heart  operations 
is  good — many  patients  will  one  day  be 
helped  by  changes  in  public  attitudes  dating 
from  the  time  the  heart  transplant  drama 
was  unfolded  in  front  of  them.  We  live  in 
a  time  when  the  public  will  not  tolerate 
much  secluded  research  endeavor.  For  bet- 
ter or  for  worse,  that's  the  way  it  is. 

4:  ^  ^ 

COLONIAL  PHYSICIANS 
Professor  Parramore  once  again  enlight- 
ens us  on  the  activities  of  our  medical  fore- 
bears in  North  Carolina,  this  time  in  a  gen- 
eral review  of  the  activities  of  physicians 
in  late  Colonial  and  Revolutionary  War 
times.  As  was  the  case  in  his  account  of  the 
irascible  Dr.  Alleyn,  it  is  apparent  that  phy- 
sicians were  at  one  time  both  more  active 
in  general  affairs  than  now,  and  also  more 
influential.  Perhaps,  as  Professor  Parra- 
more suggests,  this  is  because  the  general 
body  of  citizens  in  the  18th  century  was  less 
well  educated  than  now,  placing  a  premium 
on  the  educated  physician  (at  least  some  of 
them  were)  which  is  no  longer  quite  so 
valuable.  Another  thought  is  that  as  medi- 
cine becomes  more  scientific,  it  attracts 
people  less  interested  in  political  matters; 
there  really  was  more  of  sociology  and  psy- 
chology about  colonial  medicine  than  science. 
Whether  one  reads  "Doctors  Whig  and 
Tory"  for  general  interest  or  as  provocation 
for  reflection  on  our  political  role  today, 
it  is  a  pleasure  to  have  our  pages  graced 
by  medical  history  set  against  the  proper 
general  background  of  its  times. 


Many  diseases  are  infectious.  Every  person  ought,  therefore,  as  far  as  he  can,  to  avoid 
ail  communication  with  the  diseased.  The  common  practice  of  visiting  the  sick,  though 
often  well  meant,  has  many  ill  consequences.  We  cannot  help  blaming  such  as  endanger 
their  own  or  their  neighbours'  lives  by  a  mistaken  friendship  or  an  impertinent  curiosity.— 
William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases 
by  Regimen  and  Simple  Medicines,  etc.,  Philadelphia,  Richard  Folwell,  1799,  p.  86. 
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Committees  &  Orjjanizations 

Notice  of  Ainciidmeiits  to  Co)ii^titiitio)i 
and  Bij-Laivs 

To  be  Voted  on  by  House  of  Delegates 
May  12,  1968,  Pinehurst,  N.  C. 

In  accordance  with  Article  XIII  of  the 
Constitution  and  Chapter  XVII  of  the  By- 
Laws,  the  following  items  are  herewith 
printed  in  the  Journal  and  copies  are  being 
sent  to  each  component  county  societj^  and  to 
members  of  the  House  of  Delegates  for  in- 
formation prior  to  a  vote  on  each  by  the 
House  of  Delegates  on  Maj'  12.  1968,  at  Pine- 
hurst. 

All  of  these  items  were  presented  to  the 
House  of  Delegates  at  its  1967  meeting  and 
have  been  published  in  the  Transactions  of 
that  meeting.  Reference  is  made  to  pages 
262-268  and  pages  277-284  of  that  publica- 
tion for  discussion  of  the  reasons  for  these 
pi'oposals. 

Minor  changes  in  wording  have  been  made 
in  some  cases  for  clarification  and  references 
to  the  "Hospital  Saving  Association"  and  to 
the  "Hospital  Care  Association"  have  been 
changed  to  "North  Carolina  Blue  Cross  and 
Blue  Shield,  Inc."  thereby  reflecting  the 
consolidation  of  these  two  parent  associa- 
tions effective  January  1,  1968. 
Item  1 :  This  proposal  is  to  stagger  terms  of 

the  Councilors  and  Vice-Councilors  and  to 

limit  tenure  to   two   successive  terms   of 

three  years  each. 

Amend  Article  VIII,  Section  2  (page  6) 
of  the  Constitution  by  (a)  adding  to  the  end 
of  the  second  sentence  a  modifying  clause  so 
that  the  sentence  shall  read :  "The  Secretary 
and  Councilors  and  Vice-Councilors  shall  be 
elected  for  terms  of  three  years  each,  except 
that,  as  may  be  provided  for  in  the  By-Laws, 
terms  for  some  of  the  Councilors  and  Vice- 
Councilors  elected  in  1970  may  be  less  tJian 
three  years  in  order  that  in  eacli  year  there- 
after approximately  one-third  of  tlie  Coun- 
cilors and  Vice-Councilors  shall  be  elected 
for  a  term  of  three  years," 

and  (b)  furtlier  amend  tlic  sanic  si'cfiou 
by  adding  the  following; 

"No  Councilor  or  Vice-Councilor  may  be 


elected  to  serve  more  than  two  consecutive 
terms  after  1970,  but  a  Vice-Councilor  may 
be  elected  to  the  office  of  Councilor.  A  Coun- 
cilor however,  may  not  be  elected  to  the  of- 
fice of  Vice-Councilor  at  the  regular  election 
in  the  calendar  year  in  which  he  completes 
two  consecutive  terms  of  office  as  Councilor." 
The  changes  required  in  the  By-Laws  to 
implement  this  provision  are  with  reference 
to  the  Nominating  Committee ;  namely, 

Ameyid  Chapter  V,  Section  J  (page  16)  of 
the  By-Lau-s  by  (a)  Rewriting  the  last  sen- 
tence to  read :   "The  nomination  for  Secre- 
tary shall  be  made  each  third  year."   And, 
(b)  adding  the  following  sentence: 
"The  nominations  for  the  Councilors  and 
Vice-Councilors  from  the  ten  Councilor  Dis- 
tricts shall  be  made  as  follows :   Beginning 
with  the  annual  session  of  1970,  candidates 
from  three  of  the  Councilor  Districts  selected 
by  lot  by  the   Committee  on   Nominations, 
shall  be  nominated  for  a  term  of  one  year, 
candidates   from   three   additional   councilor 
districts   similarly   selected   shall   be    nomi- 
nated for  a  term  of  two  years,  and  candi- 
dates  from   the   remaining   four   Councilor 
Districts  shall  be  nominated  for  a  term  of 
three  years.   At  each  annual   session  there- 
after, there  shall  be  nominated  for  a  term 
of  three  years  candidates  for  Councilor  and 
Vice-Councilor  to  replace  those  whose  terms 
expire  during  that  calendar  year." 
Item  2:  The  purpose  of  this  item  and  Item 
3  below  is  to  move  the  elections  for  mem- 
bers of  the  Board  of  Medical  Examiners 
and  for  members  of  the  Editorial  Board  of 
the  Journal  from  the  General  Session  to 
the  House  of  Delegates,  with  prior  nomi- 
nation and  announcement  of  nominees  by 
the  Nominating  Committee. 
The  change  relative  to  the  Board  of  Medi- 
cal Examiners  is:   Amend  Article  IX.  Sec- 
tio)i  1,  (page  7)  of  the  Constitution  to  read 
as  follows : 

"The  seven  members  of  the  'Board  of 
Medical  Examiners  of  the  State  of  North 
Carolina'  shall  be  elected  by  ma.iority  bal- 
lot by  the  House  of  Delegates  at  its  first 
regular  meeting  of  the  annual  session  as  fol- 
lows: Beginning  in  1970,  two  members  shall 
be  elected  for  a  term  of  six  years  to  replace 
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the  members  whose  terms  expire  that  year, 
and  every  two  years  thereafter,  two  or  three 
members  shall  be  elected  for  terms  of  six 
years  to  replace  members  whose  terms  ex- 
pire during  that  calendar  year.  Nominations 
shall  be  made  by  the  Committee  on  Nomina- 
tions and  announced  at  least  30  days  in  ad- 
vance to  the  delegates,  as  provided  for  in 
the  By-Laws." 
Item  3:  The  change  relative  to  the  Editorial 

Board  of  the  Journal  is:  Amend  Article 

IX,  Section  3  (page  7 )  of  tlie  Constitution 

to  read  as  follows : 

"The  seven  elective  members  of  the  'Edi- 
torial Board  of  the  NORTH  CAROLINA 
MEDICAL  JOURNAL'  shall  be  elected  by 
the  House  of  Delegates  to  serve  for  a  term 
of  four  years,  provided  that  there  shall  be 
nominated  and  elected  to  the  Board  at  least 
one  faculty  member  from  each  of  the  medi- 
cal schools  within  the  state.  The  number  of 
members  elected  in  any  one  year  shall  be 
that  necessary  to  fill  the  vacancies  left  by 
those  whose  terms  expire  during  that  calen- 
dar year.' 

The  changes  in  the  By-Laws  required  to 
implement  these  Constitutional  changes  are 
with  reference  to  the  House  of  Delegates  and 
to  the  Committee  on  Nominations. 

A.     Amend   Chapter  IV,   Section    H    (page 
15)  of  the  By-Laws  by 

(a)  Inserting  after  the  words  "Society 
members"  the  words  "to  the  Board  of  Medi- 
cal Examiners  of  the  State  of  North  Caro- 
lina, to  the  Editorial  Board  of  the  NORTH 
CAROLINA  MEDICAL  JOURNAL,  to  the 
State  Board  of  Health,  to  the  Board  of 
Trustees  of  North  Carolina  Blue  Cross  and 
Blue  Shield,  Inc.",  and  further  by 

(b)  Deleting  the  phrase  "by  nominations 
from  the  floor",  and  further  by 

(c)  Adding  these  sentences  as  follows: 
"Nominations  shall  be  made  by  the  Com- 
mittee on  Nominations  and  by  nominations 
from  the  floor.  Members  may  be  nominated 
to  succeed  themselves  except  as  otherwise 
specifically  limited  by  the  By-Laws." 

The  section  will  then  read :  "The  House  of 
Delegates  shall  elect  Society  Members  to 
the  Board  of  Medical  Examiners  of  the  State 
of  North  Carolina,  to  the  Editorial  Board  of 


the  NORTH  CAROLINA  MEDICAL  JOUR- 
NAL, to  the  North  Carolina  Medical  Care 
Commission,  to  the  State  Board  of  Health, 
to  the  Board  of  Trustees  of  North  Carolina 
Blue  Cross  and  Blue  Shield,  Inc.,  the  mem- 
bers of  the  Retirement  Saving  Plan  Com- 
mittee of  the  Medical  Society  of  the  State 
of  North  Carolina,  and  the  members  of 
such  other  commissions  or  boards  on  which 
the  Society  may  have  representation.  Nomi- 
nations shall  be  made  by  the  Committee  on 
Nominations  and  by  nominations  from  the 
floor.  Members  may  be  nominated  to  succeed 
themselves  except  as  otherwise  specifically 
limited  by  the  By-Laws." 

B.  Amend  Chapter  X,  Section  4.  (page  24) 
of  the  Bii-Loivs  by  rewriting  it  to  read 
as  follows : 
"The  Committee  on  Nominations  shall  be 
selected  and  shall  perform  its  duties  in  ac- 
cordance with  the  provisions  of  Chapter  V, 
Section  2  of  tliese  By-Laws,  except  that 
nominations  for  all  elective  positions  other 
than  the  officers  of  the  Society  shall  be  an- 
nounced in  writing  to  the  Delegates  at  least 
30  days  in  advance  of  the  annual  meeting. 
They  shall  nominate  Delegates  to  the  Ameri- 
can Medical  Association,  representatives  to 
those  boards,  commissions,  and  committees 
provided  for  in  Chapter  IV,  Section  14  of 
these  By-Laws,  and  to  such  other  bodies  as 
the  Executive  Council  may  determine." 


Item 


This    item   describes    a    procedure 


whereby  a  district  medical  society  may 
certify  nominees  for  Councilor  and  Vice- 
Councilor  to  its  district. 
AMEND  Chapter  V,  Section  2  (page  16) 
of  the  By-Laws  by  adding  a  "subsection  a" 
as  another  paragraph  to  read  as  follows : 

"If,  on  or  before  February  1  of  the  year 
of  an  election,  a  district  medical  society  shall 
certify  to  the  Committee  on  Nominations 
the  name  or  names  of  members  it  wishes 
to  be  placed  in  nomination  for  Councilor  and 
Vice-Councilor  to  that  district,  the  Commit- 
tee shall  place  such  name  or  names  in  nomi- 
nation and  so  designate  these  in  its  report. 
In  the  event,  the  Committee  shall  also,  prior 
to  its  report,  poll  by  mail  all  the  official  dele- 
gates of  the  component  societies  of  that  dis- 
trict for  approval  of  such  names  as  nomi- 
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nees.  If  any  name  is  not  approved  as  a 
nominee  by  a  majority  vote  of  these  dele- 
gates, then  the  committee  shall  submit  at 
least  one  additional  nomination  for  such 
office.  This  subsection  does  not  limit  the 
power  of  the  committee  to  make  more  than 
one  nomination  for  any  office." 

Respectfully  submitted, 

Louis  Shaffner,  M.D. 

Chairman,  Committee  on  Constitution 
and  By-Laws 

STATEMENT    ON    NURSING    EDUCATION    OF    THE 

MEDICAL  SOCIETY  OF  THE  STATE 

OF  NORTH  CAROLINA 

Resolution   recommended  by  the  Physicians 

Committee  on  Mursing  and  Adopted  by  the 

Executive  Council  October  1,  1967 

Whereas,  the  Medical  Society  of  the  State  of  North 
Carolina  is  on  record  to  'continue  its  support  of  all 
current   educational  programs  for  nurses;'   and 

Whereas,  the  national  trend  which  is  supported  by 
the  professional  nurses'  association  appears  to  be  the 
gradual  phasing  out  of  the  diploma  schools  of  nursing 
and  the  transfer  of  nursing  education  to  collegiate 
institutions;   and 

Whereas,  80  percent  of  nursing  care  at  the  present 
time  is  rendered  by  graduates  of  diploma  schools  with 
the  demand  for  such  nurses  continuing  to  exceed 
the  supply;  and 

Whereas,  there  is  general  professional  agreement  on 
the  need  for  inclusion  of  nursing  education  in  com- 
munity health  planning  with  provision  for  jjreater  use 
of  in-hospital  training,  as  well  as.  training  in  collegiate 
institutions;   therefore,  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
North  Carolina  reaffirms  its  support  of  all  forms  of 
nursing  education  including  baccalaureate,  diploma, 
associate,  and  practical  nurse  education  programs:  and 
be  it  further 

Resolved,  That  those  hospitals  that  conduct  diploma 
schools  of  nursing  be  commended  for  the  great  con- 
tribution being  made  by  these  institutions  to  the  health 
needs  of  the  State  of  North  Carolina  and  the  nation: 
and  be  it  further 

Resolved,  That  such  hospitals  be  urged  to  continue 
their  schools  and  increase  enrollment  while  allowing 
the  individual  to  choose  the  kind  of  nursing  education 
he  or  she  desires;  that  hospitals  be  encouraged  to  es- 
tablish new  diploma  schools  of  nursing;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
North  Carolina  take  appropriate  action  in  consultation 
with  professional  nurses'  association  and  the  North 
Carolina  Hospital  Association  to  encourage  increasing 
enrollment  in  diploma  schools  and  at  the  same  time 
improve  educational  standards. 


SOCIAL  SECURITY  AMENDMENTS 
OF  1967 

These  are  the  major  health  provisions  of 
the    1967    Social    Security    amendments    ap- 
proved by  congress  on  December  15,  1967. 
Method  of  Payment  to  Physicians  under  the 
Supplemental  Medical  Insurance  Program 
Sec.   1842  ibi    131    iRi   is  amended  by  eliminating  the 
receipted  bill  method  of  payment.  Payment  can  be 
made  either  to  patient  on  basis  of  itemized  bill  're- 
ceipted or  unpaid!  or  to  physician  under  assignment 
method. 

Payment  for  Physical  Therapy  Services 
Furnished  to  Outpatients 
Sec.  1861  I  SI  i2i  is  amended  to  provide  physical  therapy 
services  to  a  patient  even  if  patient  is  not  homebound. 
Blood  Deductibles 
Sec.  1866  lai  '21  ici  is  amended  to  provide  that  equiv- 
alent quantities  of  packed  red  blood  cells  are  to  be 
treated  as  blood  under  Part  A  of  Title  XVIII— also 
established    a    3-pint    deductible    requirement    under 
Part  B,  furnished  during  a  calendar  year. 

Payment  for  Emergency  Hospital  Services 
(Under  Part  A) 
Sec.  1861  lai  is  amended  by  defining  the  term  "hos- 
pital" I  for  purposes  of  emergency  service)  to  mean 
an  institution  licensed  as  a  hospital— having  full  time 
nursing  service — and  being  primarily  engaged  in 
providing  medical  care  under  the  supervision  of  a 
doctor. 

The  present  requirements  with  respects  to  clinical 
records,  medical  staff  bylaws,  and  care  of  patient  by 
physician  are  eliminated. 

If  hospital  does  not  bill  for  emergency  services — 
patient  can  be  paid  eOTc  of  room  and  board,  and  80T- 
of  the  hospital  auxiliary  services— subject  to  deduc- 
tible and  other  existing  limitations. 
Elimination  of  Special  Reduction  in  Allowable  Days 
of  Inpatient  Hospital  Services  for  Patients  in 
Tuberculosis   Hospitals. 
Sec.  1812  ICI  is  amended  by  providing  no  reduction  of 
an  individual's  insurance  coverage  after  entitlement 
because  of  days  spent   in  a  T.  B.  hospital  prior  to 
initial  entitlement. 

Required  Services  under  State  Medical 
Assistance  Plan  (Title  XIX) 
Sec.  1902  I  a  I  1 13  >  is  amended  to  provide  the  five  basic 
services  for  all  money  payment  recipients.  For 
medically  indigent— states  may  select  the  basic  5 
or  any  7  of  the  first  14  services  listed,  except,  if 
nursing  home  or  hospital  care  services  are  selected- 
physician's  services  must  be  provided  in  these  insti- 
tutions. 

Direct  Payments  to  Certain  Recipients  of 
Medical  Assistance 
Sec.  1905  ia>  is  amended  by  permitting  states  to  make 
direct  payments  to  recipients  of  medical  assistance 
to  meet   cost   of   physician's   services   to   those   not 
receiving  cash  assistance. 
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Studies  by  Secretary  of  H  E  W 

This  new  section  MOSi  provides  for  a  study  concerning 

tlie  quality  and  cost  standards  for  drugs,  and  drug 

coverage    under    supplementary    medical    insurance 

•  Part    Bi.    Secretary    to    report    to    Congress    and 

President  by  Jan.  1.  1969. 

THE  FOLLOWING  ITEMS  ARE  THOSE  THAT  WERE 

CONSIDERED  BY  THE  CONFERENCE  COMMITTEE, 

BUT  WERE  EXCLUDED  IN  FINAL  PASSAGE. 

Inclusion  of  Optometrists'  Services 

The  Senate  receded  from  its  amendment  to  include  a 

doctor  of  optometry  in  the  definition  of  "physician". 

Inclusion  of  Chiropractors'  Services 

Senate  amendment  to  authorize  chiropractice  services 

under  Part  B,  Title  XVIII  was  deleted. 

Inclusion  of  Psychologists'  Services 

Senate  amendment  to  authorize  services  of  clinical 
psychologists  under  Part   B  was  deleted. 

Inspection  of  Records  and  Premises  of 
Providers  of  Care  and  Services 

Senate  amendment  to  require  State  plans  to  provide 
for  agreements  with  providers  of  medical  care  and 
services  to  allow  the  General  .Accounting  Office  and 
the  Department  of  HEW  access  to  records  and 
premises  as  may  be  necessary,  was  deleted. 

Drug  Quality  and  Cost 

Senate  amendment  which  would  have  created  a  na- 
tional formulary  for  Titles  XVIII,  XIX,  was  deleted. 


Bulletin  Board 

COMING  MEETINGS 

Wilson  Memorial  Hospital  Symposium — Wilson,  March 
7, 

North  Carolina  Association  of  Professions,  six-week 
series  of  television  programs — UNC  educational  tele- 
vision, Thursday  nights,  6;30  p.m.,  March  7— April  11. 

Greensboro  Academy  of  Medicine  Annual  Sym- 
posium— Greensboro,  March  28. 

University  of  North  Carolina  School  of  Medicine, 
John  Calvin  McNair  Lectures  for  1968,  Dr.  J.  Bronow- 
ski.  Visiting  Professor— Chapel  Hill,  April  2-3. 

University  of  North  Carolina  School  of  Medicine, 
Alumni    Program— Chapel    Hill,    April   5-6. 

Regional  Conference  on  Disaster  Medical  Care,  spon- 
sored by  the  AMA  Committee  on  Disaster  Medical  Care 
and  the  Medical  Society  of  the  State  of  North  Caro- 
lina— Durham,  April  5-6. 

Rural  Safety  Council,  Annual  Meeting — Lambuth  Inn, 
Lake  Junaluska,  April  26. 

Medical  Society  of  the  State  of  North  Carolina.  114th 
Annual  Sessions — The  Carolina,  Pinehurst,  May  11-15. 

North  Carolina  Heart  Association.  19th  Annual  Meet- 
ing and  Scientific  Sessions — Hotel  Robert  E.  Lee, 
Winston-Salem,  May  29-30, 


New  Members  of  the  State  Society 

Samuel  Edwin  Scott,  M.D.,  GP,  Route  2,  Burlington 
27215 

Edward  A.  Sharpless,  M.D.,  Path,  612  Simpson  Street, 
Greensboro  27401 

Robert  Gaines  Wilson,  M.D.,  1610  Vaughn  Road,  Bur- 
liuKton  27215 

Benjamin  Ray  Olinger,  M.D.,  Otol,  411  Doctors  Building, 
Asheville  28801 

Charles  Geyer  Longenecker,  M.D.,  PI,  51  Sunset  Park- 
way, Asheville  28801 

Joseph  Ward  Kurad,  M.D.,  U,  1205  N.  Center  Street, 
Hickory  28601 

Guy  Joseph  Guarino,  M.D.,  Path,  1026  14th  Avenue 
Drive,  N.W.,  Hickory  28601 

Robert  Darrell  O'Connor,  M.D.,  Otol,  1300  23rd  Avenue, 
N.E.,    Hickory    28601 

Richard  Paul  Hancock,  M.D.,  S,  Richard  Baker  Hos- 
pital, Hickory  28601 

Millie  Ann  Pitts  Hancock,  M.D.,  Pd,  912  2nd  Street, 
N.   E.,  Hickory  28601 

John  Henry  Bumgarner,  M.D.,  105  North  Main  Street, 
Newton   28658 

Leonard  E.  Reaves,  III,  M.D.,  I,  2704  Fort  Bragg 
Road,  Fayetteville  28303 

Keith  Robert  Kooken,  M.D.,  S,  1531  Ireton  Lane,  Wins- 
ton-Salem 27103 

Richard  S.  Felkner,  M.D.,  ALR,  1600  E.  Third  Street, 
Charlotte  28207 

Tim  Ervin  Cooper,  Jr.,  M.D.,  1850  E.  Third  Street. 
Charlotte  28204 

Kenneth  Henley  Chambers,  M.D.,  ObG,  1230  Beatties 
Ford  Road,  Charlotte  28208 

Richardo  Mijares  Tan,  M.D.,  S.,  101  Newkirk  Avenue, 
Wilmington  28401 

Franklin  Danford  Borroughs,  GP.  P.  0.  Box  248.  Hat- 
teras  27943 

John  Lindsay  Winstead,  Jr.,  M.D.,  S,  1003  E.  4th  Street, 
Greenville  27834 

Richard  Bartlett  Merlo,  M.D.,  R,  146  Westover  Drive, 
Elkin  28621 

Henry  Blakely  Burton,  M.D.,  Box  136,  Boone  28605 

Charles  Pease  Vincent,  Jr.,  M.D.,  R,  Fairway  Drive 
28605 

Karl  Lee  Barkley,  M.D.,  ObG,  1106  Hill  Street,  Greens- 
boro 27408 

Martel  Jennings  Dailey,  M.D.,  120  E.  Main  Street, 
Williamston  27892 

Warren  Lamar  Harrell,  Jr.,  M.D.,  R,  504  Peach  Street, 
Shelby  28150 

Hal  Henschen,  M.D.,  S,  2515  Morganton  Road,  Fayet- 
teville 28303 

Stephen  Hubert  Homer,  M.D.,  Bowman  Gray  School 
of  Mediicne,  Winston-Salem  27103 

Richard  Dorn  Jordan.  M.D.,  R.  843  6th  Avenue.  S.  W., 
Hickory  28601 

Charles  Augustus  Keller.  Jr.,  M.D.,  S,  Suite  512,  Doc- 
tors Park,  Asheville  28801 

Charles  Lee  Kennedy,  M.D.,  Pd,  2501  Rosemary  Drive, 
Winston-Salem  27105 
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Percy  Paul  Pharr.  Jr..  M.D.,  ObG.  500  St.  Mary's 
Street,   Raleigh  27605 

Joe  Higdon  Rand.  M.D..  Pd.  1808  Armstrong  Park 
Drive.   Gastonia  28052 

Robert  Paul  Zammit.  M.D  .  ObG.  1900  S.  Hawthorne 
Road.  Winston-Salem  27103 

Dewey  Monroe  Clayton,  III.  M.D..  GP.  515  S.  Madison 
Blvd.,  Ro.xboro  27573 

Albert  RJay  Newsome,  M.D..  I.  Suite  660.  Forsyth  Med- 
ical Park.  Winston-Salem  27103 

Thomas  Elliott  Goodin.  Ill,  M.D..  GP.  Claremont  Med- 
ical Clinic.  Claremont  28610 

Edgar  Parmele  Cardwell,  M.D..  ALR.  2415  Oleander 
Drive,  Wilmington  28401 

Mahendra  Narain  Tandon,  M.D.,  PI,  602  Pasteur  Drive, 
Suite  D,  Greensboro  27403 


Disaster  Simulation— William  S.  Moore.  M.D.,  Health 
Resource  Planning  Unit,  Texas  Hospital  Association; 
J.   B.   Hallan.  Research  Triangle 


Regional  Conference  on 
Disaster  Medical  Care 

The    Committee    on    Disaster   Medical    Care    of    the 

AMA   Council   on   National   Security   has   scheduled   a 

Regional  Conference  on  Disaster  Medical  Care  to  be 

held  in  Durham,  N.  C,  April  5-6,  1968. 
The  conference  is  being-  held  in  cooperation  with  the 

Medical  Society  of  the  State  of  North  Carolina,  with 

headquarters  at   the   Statler  Hilton   Hotel   in   Durham 

and    Duke   University   Medical    Center. 
Dr.  George  W.  Paschal,  Jr..  chairman  of  the  AMA 

Committee  on  Disaster  Medical  Care,  is  also  program 

chairman   of   the    Conference. 
The  tentative  program  features  plans  and  programs 

on    both    the    national    and    state    levels.    Topics    and 

speakers  are  as  follows: 

Report  from  the  AMA  Committee  on  Disaster  Medical 
Care — Dr.   Paschal 

Emergency  Resource  Planning  at  the  State  Level — Wil- 
liam H.  Hodges.  Major  USA  'retired).  Director.  N.  C. 
Civil  Defense  Agency 

Plans  and  Programs  at  the  National  Level— Joseph 
Romm,  Acting  Director  of  Civil  Defense:  Henry  C. 
Huntley,  M.D..  Division  of  Health  Mobilization,  USPH: 
Robert   Pierpont,   Director  American  Red   Cross 

Role  of  Medicine  in  Emergency  Preparedness — Francis 
C.  Jackson.  M.D..  AMA  Committee  on  Disaster  Med- 
ical Care 

Panel  on  Training  the  Allied  Health  Group — Jesse  H. 
Meredith,  M.D..  Bowman  Gray  School  of  Medicine. 
Moderator 

Training  the  Medical  Student— Colonel  David  Tormey. 
MC,  USA.  Moderator 

Transportation  of  the  111  and  Injured  i  Demonstration 
on  football  field,  Duke  Medical  Center)  of  both  ambu- 
lance and  Helicopter  Transport  by  representatives  of 
the  military  at  Fort  Bragg  and  Third  Army  Area 

Film,  "Price  for  Survival"— Samuel  J.  Hawkins, 
Division  of  Health  Mobilization  State  Assignee  for 
North  Carolina 

Disaster  on  a  Mountain — The  Mt.  Washington  Ski  Train 
Disaster— H.  C.  McDade.  M.D..  Littleton.  New  Hamp- 
shire 


News  Notes  from  the 
Duke  University  Medical  Center 

The  growth  of  Duke  University  Hospital  and  the 
Medical  Center,  particularly  in  the  areas  of  increasing 
administrative  and  clinical  demands,  has  resulted  in 
a  realignment  of  responsibilities  of  several  top  positions 
in  the  Medical  Center. 

Charles  H.  Frenzel.  administrative  director  of  the 
Medical  Center  since  1964  and  superintendent  of  Duke 
Hospital  for  six  years  prior  to  that,  has  assumed 
broader-based  responsibilities  in  administration,  co- 
ordination of  management  efforts  at  the  Medical 
Center's  multiple  facilities  and  a  larger  role  in  Duke's 
training  program  for  hospital  administrators.  His  title 
continues   to   be   administrative   director. 

Dr.  Robert  E.  Whalen,  associate  professor  of  medi- 
cine, has  been  named  director  of  the  Duke  Hospital 
and  assistant  dean  for  clinical  services.  He  will  be 
responsible  for  the  operational  activities  of  the  patient 
care  areas  of  the  Medical  Center. 

Under  Dr.  Whalen  will  be  an  associate  director  for 
administration,  yet  to  be  named,  and  an  associate  direc- 
tor for  nursing  service,  who  also  will  report  to  Dr. 
Myrtle  Irene  Brown,  dean  of  the  School  of  Nursing  and 
director  of  patient  care. 

The  changes,  approved  by  the  University's  Board  of 
Trustees,  were  announced  recently  by  President  Douglas 

M.  Knight. 

*    *    * 

A  newly  established  Duke  University  clinic  holds  out 
the  promise  of  life  to  infants  who  otherwise  might  die 
of  a  blood  disorder  from  what  commonly  is  called  the 
Rh  factor. 

By  the  next  generation,  doctors  predict  that  danger 
from  the  Rh  factor  will  have  been  eliminated  by  in- 
jection of  a  new  serum  which  has  proved  almost  totally 
effective  in  worldwide  clinical  tests. 

The  special  Rh  clinic  at  Duke  will  make  use  of  this 
new  serum,  according  to  Dr.  Roy  T.  Parker,  chairman 
of  the  Department  of  Obstetrics  and  Gynecology. 

But  the  serum  will  be  ineffective  for  the  present  gen- 
eration of  Rh  negative  women  who  already  have  pro- 
duced one  child  or  more.  And  for  them.  Duke's  clinic, 
and  others  like  it,  are  providing  a  more-than-stopgap 
measure  of  survival  for  their  future  children. 

The  Duke  clinic  is  under  the  coordination  of  Dr.  Ben 
Younger,  a  resident-instructor  in  obstetrics  and  gyne- 
cology, who  works  closely  with  Dr.  Georore  Wilbanks 
and  Dr.  Carlisle  Crenshaw,  assistant  professors  in  the 
department.  The  clinic's  work  employs  a  team  approach 
involving  such  departments  as  obstetrics-gynecology. 
radiology,  pediatrics,  and  immunology,  which  deals  in 
part  with  blood-antibody  reactions. 

All  pregnant  patients  are  tested  for  blood  group  and 
Rh  factor.  Those  found  to  be  Rh  negative  are  checked 
for   the   production   of  antibodies.   When   antibodies   to 
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Rh  are  detected,  the  degree  of  involvement  of  the  baby 
is  evaluated  by  amniocentesis. 

Several  such  tests  might  be  conducted  periodically  to 
determine  the  progress  of  the  disease.  If  the  doctors 
conclude  that  the  baby  is  in  danger,  they  may  follow 
one  of  two  courses. 

If  the  baby  weighs  4  pounds  or  over  and  is  believed 
able  to  survive  in  an  incubator,  they  may  induce  labor. 
After  delivery.  Dr.  George  W.  Brumley,  Jr.  and  his 
staff  are  prepared  immediately  to  give  the  baby  an 
exchange  transfusion.  But  if  the  fetus  has  not  developed 
to  the  point  of  having  a  reasonable  chance  of  survival 
outside  the  womb,  they  give  the  baby  an  intrauterine 
transfusion. 

Only  a  small  quantity  of  blood,  based  on  the  baby's 
weigh,  can  be  transfused  at  one  time,  and  since  the 
mother's  Rh  antibodies  continue  to  destroy  the  baby's 
red  blood  cells,  transfusions  are  repeated  every  two 
ueeks  until  the  baby   is  delivered. 

"Perhaps  the  greatest  progress  in  obstetrics  during 
this  decade,"  Dr.  Younger  said,  "has  been  with  the 
Rh  problem.  The  national  history  of  the  disease  was 
that  40%  of  sensitized  pregnancies  would  result  in 
death  of  the  child,  either  while  still  in  the  womb  or 
shortly  after  birth.  Many  more  suffered  severe  brain 
damage  or  other  ill  effects." 

By  early  deUvery  and  the  use  of  exchange  trans- 
fusion after  birth,  the  death  rate  was  cut  to  about 
20%,    he    said. 

*        *        :■: 

A  group  of  speech  therapists  at  Duke  University 
is  conducting  a  study  of  babies'  crying  and  swallow- 
ing patterns  for  possible  clues  to  the  development  of 
speech  difficulties  and  mental  retardation  in  later 
years. 

Headed  by  Ray  Massengill,  Jr.,  director  of  speech 
pathology  at  Duke,  the  team  has  recorded  the  cries 
of  about  300  children,  most  of  them  with  cleft  palate, 
over  the  past  two  years.  By  recording  the  cries  of 
the  cleft-palate  children  and  children  without  such 
defects  and  measuring  the  intensity  and  duration  of 
the  cries  as  well  as  the  configuration  of  the  sound 
pattern,  Massengill  and  his  associates  hope  to  detect 
differences  that  could  give  an  early  indication  of 
later  speech  problems. 

A  related  study  of  swallowing  patterns  may  already 
be  pointing  up  some  guides  for  the  early  detection  of 
mental  retardation.  Diagnostic  studies  of  mentally 
retarded  children  have  shown  that  their  swallowing 
pattern  is  much  slower  than  that  of  normal  infants. 
Other  differences  in  the  movement  of  the  tongue  and 
swallowing  apparatus  have  been  noted  on  cinefluorog- 
raphy  showing  the  entire  swallowing  cycle. 

"We  have  noted  in  our  studies  with  the  retarded 
children  that  those  with  the  lowest  I.Q.'s  seem  to  have 
the  most  deviated  swallowing  pattern,"  Massengill 
said.  "Whether  this  will  hold  true  for  a  very  young 
retarded  child,  we  do  not  know  yet.  But  finding  out 
is  our  goal." 

*    #    * 

Dr.  Thomas  E.  Andreoh,  assistant  professor  of  medi- 


cine and  physiology  and  head  of  the  division  of  clinical 
physiology  at  Duke  University,  has  received  a  research 
career  development  award  from  the  National  Institute 
of  General  Medical  Sciences. 

Dr.  Andreoli,  who  received  his  M.D.  at  Georgetown 
University,  has  been  at  Duke  since  he  interned  here, 
beginning  in  1960.  His  principal  research  area  is  called 
"ionic  discrimination  mechanisms  in  lipid  membranes" 
and  involves  biologic  research  at  one  of  its  most  basic 
levels. 

He  is  studying  the  factors  that  regulate  the  passage 
of  elements  such  as  sodium,  potassium  and  chloride 
through  the  membranes  of  cells,  and  how  cell  mem- 
branes are  able  to  distinguish  between  the  elements. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  University 

A  $l-million  gift  from  the  Duke  Endowment  Fund  of 
Charlotte  has  been  awarded  to  North  Carolina  Baptist 
Hospital.  A  portion  of  the  grant  will  support  a  new 
paramedical  school  facility  at  the  medical  center.  The 
remainder  will  be  used  in  the  construction  of  a  14-story 
addition  to  the  hospital. 

The  contract  for  the  construction  of  the  55,000-square- 
foot  paramedical  building  was  awarded  to  King-Hunter, 
Inc.,  of  Greensboro.  The  project,  scheduled  to  be  com- 
pleted in  14  months,  will  cost  $1.8  million. 

Contracts  for  the  construction  of  the  14-story  hospital 
and  clinics  building— part  of  the  $28-million  expansion 
program  of  the  Bowman  Gray  School  of  Medicine  and 
Baptist  Hospital— are  expected  to  be  let  next  summer. 

One-fourth  of  the  Duke  Endowment  gift  has  been 
received  by  the  hospital,  which  will  get  an  additional 
$250,000  annually  during  the  next  three  years. 

*  *         :^ 

An  obstetrician  at  the  Bowman  Gray  School  of  Medi- 
cine is  conducting  research  which  eventually  could 
lead  to  the  prevention  of  some  premature  births. 

Dr.  Robert  G.  Brame,  assistant  professor  of  obstetrics 
and  .gynecology,  is  engaged  in  an  extensive  study  on 
hydramnios,  a  serious  pregnancy  management  problem. 
The  disorder  is  a  major  cause  of  premature  labor  and 
it  often  indicates  the  presence  of  congenital  abnormali- 
ties or  diabetes. 

Dr.  Brame  has  been  awarded  a  $27,382  grant  by  the 
National  Institute  of  Child  Health  and  Human  De- 
velopment to  support  his  research  for  a  one-year 
period. 

*  *         :;: 

Dr.  Robert  E.  Dinker  has  been  appointed  to  the  fac- 
ulty of  the  Bowman  Gray  School  of  Medicine  as  in- 
structor in  radiology. 

Dr.  Dinker.  who  recently  completed  residency  train- 
ing in  radiology  at  University  Hospital  in  Baltimore. 
Md.,  holds  the  B.S.  and  M.D.  degrees  from  the  Univer- 
sity of  Maryland.  He  interned  at  St.  Agnes  Hospital  in 
Baltimore,  where  he  also  took  residency  training  in 
internal  medicine. 

Recently  appointed  to  the  medical  schaol's  part-time 
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faculty  were  Dr.  Millie  P.  Hancock,  instructor  in 
clinical  pediatrics;  Dr.  Francis  F.  Frenette,  instructor 
in  clinical  obstetrics  and  gynecology:  Dr.  Albert  Ray 
Newsome,  assistant  in  clinical  medicine;  and  Dr. 
Robert   Zammit,    instructor   in   clinical   obstetrics   and 

gynecology. 

*  *    ^■ 

Dr.  Bill  C.  Bullock,  assistant  professor  of  laboratory 
animal  medicine,  attended  the  European  Symposium 
on  Use  of  Non-Human  Primates  in  Medical  Research 
Dec.  11-14  in  Lyon.  France.  He  presented  a  paper  on 
"Observations  of  New  World  Monkeys  as  Laboratory 
Animals." 

*        *        :=: 

Dr.  David  R.  Mace,  professor  of  family  sociology, 
in  January  began  a  six-week  assignment  in  Africa. 
He  and  Mrs.  Mace,  former  executive  directors  of  the 
American  Association  of  Marriage  Counselors,  con- 
ducted a  demonstration  training  course  on  marriage 
and  the  family  for  selected  representatives  of  12  East 
African  countries.  The  project,  held  in  Nairobi,  Kenya, 
was  sponsorded  by  the  World  Council  of  Churches. 

Twenty-four  hand-picked  leaders  from  East  Africa 
nations  participated  in  one  month  of  intensive  train- 
ing. After  returning  to  their  respective  counties,  they 
are  expected  to  conduct  similar  training  programs  in 
an  effort  to  increase  the  number  of  East  Africans  who 
have  had  basic  training  in  the  field  of  marriage  and 
the  family. 

Dr.  and  Mrs.  Mace  have  conducted  three  previous 
training  courses — in  1958  in  Chiangmai,  Thailand;  in 
1963  in  Mindolo,   North   Rhodesia,   Africa;    and   in   1964 

on  the  Island  of  Antigua  in  the  Caribbean. 

*  *    ^ 

Dr.  Howard  H.  Bradshaw.  professor  and  chairman  of 
the  Department  of  Surgery,  has  been  appointed  con- 
sultant emeritus  in  general  surg-ery  to  Womack  Army 
Hospital.   Fort   Bragg. 

*  *       :;; 

Dr.  Felda  Hightower.  professor  of  surgery,  was  re- 
elected treasurer  of  the  Southern  Surgical  Association 
at  the  annual  meeting  of  the  organization  in  Hot 
Springs,  Va.  He  also  was  re-elected  editor  of  "Transac- 
tions of  the   Southern   Surgical   Association." 

*  *         :;: 

Dr.  A.  Robert  Cordell,  associate  professor  or  surgery, 
participated  in  a  meeting  of  the  Southern  Surgical 
Association  Dec.  3-6  in  Hot  Springs,  Va.  He  presented 
a  paper  on  "Clinical  Blood  Flow  Measurement- 
Evaluation  of  the  Courrent  Method." 

Three  members  of  the  Bowman  Gray  faculty  par- 
ticipated in  a  conference  on  "Arterial  Wall  Metabo- 
lism" Dec.  8-9  at  Albany  iN.  Y. )  Medical  College. 
Presenting  papers  were  Dr.  Thomas  B.  Clarkson  Jr., 
professor  and  director  of  the  Department  of  Labora- 
tory Animal  Medicine:  Dr.  Hugh  B.  Lofland  Jr.,  pro- 
fessor of  pathology;  and  Dr.  Richard  St.  Clair,  assistant 
professor  of  pathology. 

Dr.    I.    Meschan,    professor    and    chairman    of    the 


Department  of  Radiology,  was  visiting  professor  at 
Johns  Hopkins  University  School  of  Medicine  and  Sinai 
Hospital  in  Baltimore,  Md.,  Dec.  18-19.  He  presented 
lectures  on  "RoentKen  Signs  of  Abnormality  in  Cere- 
bral Angiography;"  "Correlated  Radiologic-Pathologic 
Observations  Regarding  Collagen  Diseases  <  Especially 
Lungs':"  "Renal  Physiology  as  Investigated  with 
Radioisotopic  Split  Function  Procedures:"  and  "Roent- 
gen Signs  of  Atrophic  Gastritis." 
+    *    A-' 

More  than  200  scientists  from  across  the  United 
States  attended  the  fourth  national  scientific  meeting 
of  the  Reticuloendothelial  Society  Dec.  3-6  in  Winston- 
Salem.  Dr.  Quentin  N.  Myrvik,  professor  and  chairman 
of  the  Department  of  Microbiology,  was  chairman  for 
the  program  which  included  the  presentation  of  68 
papers  in  addition  to  two  symposia. 

Heading  the  list  of  speakers  were  Dr.  J.  L.  Gowans, 
an  experimental  pathologist  at  Oxford  University,  and 
Dr.  E.  Donnall  Thomas,  professor  of  medicine  at  the 
University  of  Washington  School  of  Medicine. 

Dr.  C.  Douglas  Maynard,  assistant  professor  of 
radiology,  and  Dr.  Richard  L.  Witcofski,  assistant  pro- 
fessor of  radiology,  presented  courses  in  a  Nuclear 
Medicine  Training!'  Program  for  physicians  during 
December  in  Oak  Ridge.  Tenn.  Dr.  Maynard  taught  a 
course  on  "Renogram  and  Renal  Scanning."  Dr. 
Witcofski  lectured  on  "Gama-Imagining  Devices  and 
Flat  and  Focused  Collimators." 


North  Carolina  Medical  Foundation,  Inc. 

The  North  Carolina  Medical  Foundation.  Inc..  author- 
ized by  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  North  Carolina  and  chartered  by  the 
State  of  North  Carolina  as  a  non-profit  charitable, 
educational  and  scientific  foundation,  has  now  received 
a  determination  letter  from  the  U.  S.  Internal  Revenue 
Service  exempting  the  Foundation  from  federal  taxes. 
A  similar  letter  had  already  been  received  from  the 
State  Commissioner  of  Revenue. 

General  purposes  of  the  Foundation  are  to  improve 
the  quality  and  extent  of  medical  care  for  the  people 
of  North  Carolina  through  the  best  means  available, 
such  as  educational  projects,  manpower  recruitment. 
research    and    financial    assistance. 

The  Foundation  is  now  in  a  position  to  accept  con- 
tributions by  gift  or  will  from  private  individuals, 
private  foundations  or  corporations,  local  component 
medical  societies,  or  governmental  agencies.  Such 
contributions  are  deductible  for  federal  and  state  tax 
purposes  and  may  be  given  for  specific  purposes  or 
for  unrestricted  use  by  the  Foundation. 

The  first  contribution  to  the  Foundation  has  been 
received  in  the  form  of  a  check,  dated  Dec.  22.  1967. 
by  past  Medical  Society  President.  Frank  W.  Jones. 

The  facilities  of  the  Foundation  are  available  to 
local  component  medical  societies  or  groups  of  doc- 
tors for  the  holding  and  administering  of  funds  turned 
over  to  the  foundation  for  specific  purposes  or  projects 
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within    the    declared    and    approved    purposes    of    the 
Foundation. 

Voting  members  of  the  Foundation  are  the  voting 
members  of  the  Executive  Council  of  the  State  Medical 
Society. 


North  Carolina  State  Board  of  Health 

Retiring  employees  representing  409  years  of  service 
with  the  State  Board  of  Health  were  honored  recently 
in  a  special  ceremony  in  Raleigh. 

Dr.  Jacob  Koomen,  the  State  Health  Director,  ex- 
pressed the  appreciation  of  the  fellow  workers  in  public 
health  to  the  16  persons  who  retired  at  the  end  of 
1967.  They  average  a  quarter  of  a  century  in  service 
to  North  Carolina  through  public  health. 

Those  with  the  longest  terms  of  service  were  Mrs. 
Annie  B.  Edwards,  Local  Health  Division,  with  48  years 
to  her  credit:  Marcus  C.  Allen,  Laboratory  Technician 
in  the  Serology  Section,  with  43  years;  Charles  M. 
White,  Chief  of  the  Insect  and  Rodent  Control  Section, 
Sanitary  Engineering  Division,  with  34  years. 

Also  retiring  was  Dr.  J.  W.  R.  Norton,  former  State 
Health  Director,  with  lO'i  years  of  service. 


North   Carolina   Heart   Association 

The  American  people  contributed  a  record  $35,928,221 
in  voluntary  gifts  during  1967  to  combat  diseases  of 
the  heart  and  blood  vessels.  Of  this  amount,  $702,865 
was  contributed  by  citizens  of  North  Carolina,  an- 
nounced Howard  Holderness,  state  Heart  Fund  Chair- 
man. 

Owen  R.  Cheatham,  national  Heart  Fund  campaign 
chairman,  reported  that  the  1967  total  represented  an 
increase  of  $1,314,399  over  the  previous  high  of 
$34,613,822  in  Heart  Fund  gifts  set  in  1966. 

The  1967  Heart  Fund  total,  he  said,  included  $6,024,408 
in  bequests  and  $3,864,954  in  memorial  contributions. 
During  the  residential  "Heart  Sunday"  campaign  last 
February,  he  noted,  gifts  amounting  to  more  than 
$11,000,000  were  received.  Business  sources,  both  com- 
panies and  their  employees,  gave  more  than  $8,000,000 
to  the  Heart  Fund.  All  totals  set  records,  he  said. 


News  Notes 


Two  Durham  radiologists.  Dr.  John  C.  Evans  and 
Di\  Patrick  J.  Cavanaugh,  members  of  the  Radiological 
Society  of  North  America,  during  the  1967  annual  meet- 
ing in  Chicago.  Their  topics  were;  "Radiation  Cura- 
bility of  Induced  Squamous-Cell  Carcinoma  in  Mice  in 
Relation  to  Tumor  Volume,"  and  "Carcinoma  of  False 
Cord." 

The  largest  scientific  radiological  organization  in 
the  world,  the  RSNA  celebrated  its  53rd  year  during 
the  convention.  More  than  5000  people  attended  the 
week-long  meeting  at  the  Palmer  House. 


Blue  Cross  and  Blue  Shield 

The  board  of  trustees  for  the  newly  consolidated 
North  Carolina  Blue  Cross  and  Blue  Shield.  Inc.,  meet- 
ing for  the  first  time  at  the  area  offices  of  the  Duke 
Endowment  between  Durham  and  Chapel  Hill,  elected 
John  Alexander  McMahon  of  Chapel  Hill  president 
and  W.  C.  Harris,  Jr.,  of  Raleigh  chairman  of  the 
board. 

E.  M.  Herndon  of  Durham  and  E.  B.  Crawford  of 
Chapel  Hill,  former  presidents  of  Hospital  Care  and 
Hospital  Saving,  were  named  senior  vice  presidents 
of  the  new  corporation. 

In  a  joint  statement  following  their  election,  Harris 
and  McMahon  said,  in  part;  "We  have  a  vital  interest 
in  all  facets  of  North  Carolina's  total  health  program, 
and  the  consolidation  of  our  resources  into  a  single 
corporation  will  enable  us  to  move  forward  into  new 
areas  of  even  greater  service  to  the  people  we  now 
serve  and  those  we  expect  to  serve  in  the  future," 

Through  its  regular  and  government  programs.  North 
Carolina  Blue  Cross  and  Blue  Shield,  Inc.  will  deliver 
more  than  $110  million  in  benefit  payments  to  North 
Carolina  Hospitals,  physicians,  nursing  homes,  and 
other  providers  of  health  services  in  1968,  the  state- 
ment noted. 


Southern   Medical  Association 

At  the  61st  Annual  Meeting  of  the  Southern  Medical 
Association,  held  in  Miami  Beach,  Florida,  November 
13-16,  1967,  the  Section  on  Orthopedic  and  Traumatic 
Surgery  elected  the  following  officers  to  serve  for  the 
coming  year;  Hanes  H.  Brindley,  M.D.,  Temple,  Texas, 
Chairman;  Frank  H.  Stelling,  M.D.,  Greenville,  S.  C, 
Vice-Chairman;  and  F.  Wayne  Lee,  M.D.,  Charlotte, 
N.  C,  Secretary. 

These  officers  will  be  responsible  for  arranging  the 
program  for  the  Section  on  Orthopedic  and  Traumatic 
Surgery  for  the  62nd  Annual  Meeting  of  the  Association, 
which  will  be  held  in  New  Orleans,  Louisiana,  Novem- 
ber 18-21,  1968.  Anyone  wishing  to  participate  in  the 
program  should  contact  the  Secretary  of  the  Section, 
Dr.  F.  Wayne  Lee,  225  Hawthorne  Lane,  Charlotte, 
North  Carolina  28204.  Applications  for  scientific  exhibit 
space  may  be  obtained  from  Southern  Medical  Asso- 
ciation, 2601  Highland  Avenue,  Birmingham,  Alabama 
35205. 


National  Society  for  Crippled 
Children  and  Adults 

The  1968  Easter  Seal  Campaign  will  begin  March  1 
and  continue  until  April  14,  Easter  Sunday,  it  was  an- 
nounced by  Sumner  G.  Whittier,  executive  director. 
National  Society  for  Crippled  Children  and  Adults. 

The  Society's  primary  source  of  income  is  from  the 
annual  campaign,  during  which  appeals  for  contri- 
butions are  made  to  the  public  through  the  distribution 
of  Easter  Seals  and  other  special  promotions. 

Funds  contributed  will  support  some  2,000  facilities 
and    programs    of    Easter    Seal    societies    around   the 
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nation,  including  ti-eatment  centers,  rehabilitation 
centers,  sheltered  workshops,  recreation  centers,  sum- 
mer camps,  and  many  others. 

*       *       ^; 

Two  scholarship  programs  for  students  preparing 
for  careers  in  rahabilitation  fields  are  announced  by 
the  National  Easter  Seal  Society  for  Crippled  Children 
and  Adults. 

For  information,  write  to  Scholarship  Coordinator, 
Educational  Services,  National  Easter  Seal  Society  for 
Crippled  Children  and  Adults,  2023  W.  Ogden  Avenue, 
Chicago,  Illinois  60612. 


Cook  County  Graduate  School 
OF  Medicine 

The  Cook  County  Graduate  School  of  Medicine  an- 
nounces a  two-week  intensive  continuing  education 
course  in  The  Neuromuscular  Diseases  of  Children 
with  Special  Emphasis  on  Management,  to  be  given 
by  Dr.  Meyer  A.  Perlstein  for  the  period  of  June  3- 
14,  1968. 

This  is  an  intensive  didactic  and  clinical  course  de- 
signed for  pediatricians,  orthopedists,  neurologists, 
psychiatrists,  and  physiatrists  interested  in  the  care 
and  treatment  of  children  with  neuromuscular  handi- 
caps. Emphasis  will  be  placed  on  the  practical  clinical 
aspects  of  treatment  and  rehabihtation  procedures. 
The  fee  for  the  course  is  $315,  and  since  registration 
will  be  limited,  applications  should  be  made  as  far  in 
advance  as  possible.  For  further  information,  write 
to  the  Registrar,  Cook  County  Graduate  School  of 
Medicine,  707  South  Wood  Street,  Chicago,  Illinois, 
60612. 


Public  Health  Service 

The  Indian  government's  Central  Drug  Research 
Institute  at  Lucknow  has  renewed  its  agreement  with 
the  National  Cancer  Institute,  National  Institutes  of 
Health,  to  study  native  Indian  plants  as  a  source  of 
potential  anti-cancer  durgs.  A  U.  S.  Public  Health 
Service  contract,  using  blocked  dollars  available  under 
Public  Law  480,  is  providing  $136,000  a,020,400  rupeesi 
to  finance  the  ne.xt  three  years  of  investigation. 

Under  the  program  the  Indian  research  center,  di- 
rected by  Dr.  M.  L.  Dhar,  collects  indigenous  plants 
and  from  them  prepares  extracts  for  study  by  the  Na- 
tional Cancer  Institute  in  Bethesda,  Maryland.  Dr. 
Jonathan  L.  Hartwell,  project  officer  for  NCI  and  head 
of  its  Natural  Products  Section,  has  the  extracts  tested 
for  their  ability  to  inhibit  animal  cancers.  Any  that 
show  effectiveness  are  re-collected  by  Indian  botanists, 
re-extracted,  and  fractionated  by  Indian  chemists,  and 
individual  fractions  are  screened  against  animal  can- 
cers to  identify  active  agents. 

Of  more  than  600  plant  materials  studied  by  the 
Indian  laboratory  during  four  previous  years  of  con- 
tract-supported research  with  U.  S.  scientists,  14 
plants  were  identified  with  confirmed  activity  against 
animal  cancer.  Ten  are  still  under  study  although  they 


have  not  as  yet  been  evaluated  cUnically.  Plant  ex- 
tracts are  considered  a  promising  source  of  possible 
anti-cancer  drugs,  since  one  of  the  best-known  agents. 
Vincristine,  was  derived  from  an  extract  of  the  peri- 
winkle plant.  Indian  plants  have  already  yielded  medi- 
cally useful  extracts  for  treating  other  diseases,  for 
instance,  rauwolfia  compounds  for  treatment  of  hyper- 
tension. 


NATIONAL  Institutes  of  Health 

The  cooperation  of  physicians  is  requested  in  the 
referral  of  patients  with  hyperbilirubinemia  for  studies 
of  bilirubin  metabolism  being-  conducted  by  the  Metabo- 
lism Branch  of  the  National  Cancer  Institute  at  the 
Clinical  Center,  National  Institutes  of  Health,  Bethesda, 
Maryland. 

Of  particular  interest  are  patients  with  chronic  or 
intermittent  unconjugated  hyperbilirubinemia,  in  whom 
the  diagnosis  of  hemolysis,  Gilbert's  syndrome,  or  a 
post-hepatitic  syndrome  is  suggested.  Patients  with  con- 
jugated or  mixed  hyperbilirubinemia  le.g..  Rotor's 
syndrome  or  Dubin-Johnson  syndrome  i  in  whom  ob- 
vious obstructive  or  active  inflammatory  disease  has 
been  ruled  out,  are  also  needed.  A  few  patients  with 
stable,  compensated  cirrhosis  of  the  liver  may  also 
be  accepted  for  study. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  to  these  studies  may  write: 
Paul  D,  Berk,  M.D.,  Clinical  Center,  Room  4-N-117, 
National  Institutes  of  Health,  Bethesda,  Maryland 
20014. 


Book  Reviews 

A  History  of  Medicine  in  South  Carolina,  1825- 
1900— By  Joseph  loor  Waring.  M.D.  Published  by 
the  South  Carolina  Medical  Association.  Colum- 
bia, S.  C:  R.  L.  Bryan  Co.,  1967. 

It  will  probably  be  the  misfortune  of  many  chron- 
iclers of  state  medical  history  to  have  their  work 
compared  unfavorably  with  the  splendid  volumes  on 
Virginia  by  Wyndham  Blanton.  Dr.  Waring,  how- 
ever, invites  such  comparison  by  designating  this 
work  as  a  "history  of  medicine"  when  it  is  more 
precisely  a  history  of  the  organization  of  the  medical 
profession  and  efforts  to  foster  medical  education  in 
South  Carolina  for  the  period  covered.  In  the  extent 
of  his  research,  the  breadth  of  his  coverage,  and  the 
artistry  of  his  craftsmanship.  Waring  is  no  match  for 
the  Virginia  historian. 

The  value  of  this  most  recent  addition  to  the  slim 
archives  of  Southern  medical  history  lies  in  the  fact 
that  it  fills  a  void  and  points  the  way  toward  further 
research.  The  theme  of  Dr.  Waring's  work  is  the 
frustration  and  the  successive  setback  of  the  dedicated 
but  powerless  group  of  physicians  who  sought,  during 
the  19th  Century,  to  persuade  pubUc  authorities  in 
South  Carolina  to  extend  aid  to  a  handful  of  medical 
schools,    restrict    the    indiscriminate    licensing    of   any 
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and  every  applicant  to  the  profession,  devise  laws  for 
municipal   sanitation,    and   so   on. 

The  volume  complements  a  former  and  more  en- 
grossing- work  by  Waring  on  the  earlier  history  of 
medicine  in  his  state.  Brief  biographies  of  scores  of 
the  more  prominent  South  Carolina  physicians  of  this 
period  make  up  more  than  a  third  of  the  contents. 
Excellent  illustration  and  careful  documentation  are 
other  features  of  the  book. 

The  reviewer  is  persuaded  that  a  true  "history  of 
medicine"  would  devote  far  more  space  to  such  topics 
as  plantation  medicine  and  the  analysis  of  the  actual 
theories,  practices,  and  medications  used  by  phy- 
sicians during  the  19th  century.  A  short  initial  chapter 
is  devoted  by  Waring  to  plantation  medicine,  but  it 
deals  only  with  a  few  of  the  larger  plantations  and 
appears  to  have  as  its  raison  d'etre  a  demonstration 
that  Negroes  were  better  off  as  slaves— a  conclusion 
which  may  be  true  as  regards  health  facilities,  but 
one  that  appears  to  be  rebutted  by  many  of  Waring' s 
statistics  on  the  calamitous  toll  among  Negroes  dur- 
ing South  Carolina's  antebellum  epidemics.  Only  a 
great  deal  more  research  in  unpublished  sources  and 
more  careful  scrutiny  of  those  available  in  print  will 
yield  convincing  answers  as  to  the  technical  aspects 
of  South  Carolina  medicine  in  this  interesting  era. 

The  more  absorbing  of  Dr.  Waring's  chapters  deal 
with  the  nature  of  epidemic  disease  and  the  problems 
imposed  upon  the  medical  profession  by  the  advent  of 
the  Civil  War. 


and  suggestions  for  how  communities  can  go  about 
planning  for  such  a  vital  service,  obtaining  funds,  and 
training  staff.  The  National  Institute  of  Mental  Health, 
which  helped  Los  Angeles  develop  the  first  full-scale, 
scientifically-oriented  suicide  prevention  service  about 
ten  years  ago,  recently  established  a  national  Center 
for  Studies  of  Suicide  Prevention. 


Pamphlet   on   Suicide    Prevention 

Suicide  is  one  of  the  10  leading  causes  of  death  in  the 
United  States.  But  most  people  who  commit  suicide 
want  desperately  to  live.  The  growing  number  of  full- 
scale  suicide  prevention  services  can  offer  suicidal 
people  "a  fresh  grasp  on  life." 

That  is  a  summary  of  the  views  expressed  in  "How 
to  Prevent  Suicide,"  by  Edwin  S.  Shneidman  and 
Philip  Mandelkorn,  a  new  Public  Affairs  Pamphlet, 
available  for  25  cents  from  the  Public  Affairs  Com- 
mittee, 381  Park  Avenue  South,  New  York,  N.  Y.  10016. 

The  statistics  they  give  are  a  reminder  that  self- 
inflicted  death  touches  every  group,  color,  and  class 
of  people  in  the  United  States,  though  in  different 
degrees.  "The  number  of  men  who  kill  themselves," 
they  report,  "is  three  times  higher  than  that  of  women 
I  though  women  attempt  suicide  more  often  than  meni; 
whites  twice  that  of  Negroes:  college  students  half 
again  as  much  as  their  non-college  counterparts  (only 
accidents  and  cancer  take  more  student  livesl:  sinule 
people  twice  that  of  those  married":  and  the  elderly, 
more  often  than  other  adults. 

Shneidman  and  Mandelkorn  consider  some  of  the 
theories  about  why  people  kill  themselves  and  present 
a  number  of  fables  about  suicide— along  with  the  facts 
that  dispute  them. 

A  good  part  of  "How  to  Prevent  Suicide"  is  con- 
cerned  with   current   programs   of   suicide   prevention 


The  Montk  in  Washington 

President  Johnson  signed  into  ia'w  the 
Social  Security  legislation  which  included 
changes  in  Medicare  and  Medicaid  advo- 
cated by  the  medical  profession. 

It  provides  for  a  record  high  minimum 
increase  of  13 'v  in  cash  benefits  for  24  mil- 
lion Americans,  starting  in  March.  Begin- 
ning April  1,  $1  a  month  of  the  increase 
will  be  withheld  from  the  checks  of  those 
participating  in  voluntary  Plan  B  of  Medi- 
care, which  covers  part  of  physician  fees 
and  other  medical  services  other  than  hos- 
pitalization. 

The  total  premium  for  Plan  B  insurance 
is  now  $6  a  month,  half  of  which  is  paid  by 
the  federal  government.  Beginning  April  1, 
the  premium  will  be  increased  to  $8,  with 
the  government  paying  $4  and  the  partici- 
pant $4. 

According  to  HEW,  about  20  cents  of  the 
$1  increase  was  needed  to  cover  co.sts  which 
were  originally  underestimated.  Another  25 
cents  would  cover  expected  increase  of  use 
under  the  program.  An  anticipated  5'/  in- 
crease in  physician  fees  would  account  for 
another  25  cents,  HEW  said. 

The  Social  Security  taxable  base  also  was 
increased,  effective  January  1,  from  $6,600 
to  .$7,800.  The  tax  rate  for  this  year  will  re- 
main the  same  as  under  the  old  law,  4Ay< 
on  both  the  employee  and  employer  and  6.4% 
on  self-employed.  Tax  rate  increases  are  set 
for  sub.sequent  years  through  1987. 

Changes  in  Medicare  and  Medicaid  in- 
clude: 

Medicare 

— Payment  of  physician  fees  is  authorized 
either  to  the  patient  on  the  basis  of  an  item- 
ized bill,  either  unpaid  or  receipted  as  paid, 
or  to  the  physician  under  the  assignment 
method. 
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— Payment  is  authorized  for  full  reason- 
able charges  for  radiological  services  or 
services  furnished  by  physicians  to  hospital 
inpatients. 

— Hospital  outpatient  diagnostic  services 
are  transferred  from  the  hospital  insurance 
program  (Plan  A)  to  the  supplementary 
medical  insurance  program  (Plan  B).  The 
change  was  designed  to  simplify  the  pro- 
cedure for  paying  benefits  for  hospital  out- 
patients. 

— The  requirement  of  physician  certifica- 
tion of  the  medical  necessity  for  admission 
to  general  hospitals  and  for  hospital  out- 
patient services  was  eliminated. 

— Medicare  beneficiaries  are  given  a  life- 
time reserve  of  60  additional  days  of  hos- 
pital care  after  the  90  days  covered  in  a 
spell  of  illness.  The  beneficiary  must  pay  the 
first  $20  per  day  for  the  additional  hospital- 
ization. 

— The  Secreary  of  HEW  was  directed  to 
study  and  report  to  Congress  by  January  1, 
1969,  the  effects  of  covering  drugs  under 
Medicare  and  of  establishing  quality  and  cost 
standards  for  drugs  provided  under  Social 
Security  health  programs. 

— Services  of  podiatrists  are  authorized 
under  Medicare  to  the  extent  that  a  state's 
law  permits,  but  routine  foot  care  is  not 
covered. 

— Outpatient  services  furnished  by  phy- 
sical therapists  are  authorized  within  certain 
limitations. 

— The  Secretary  of  HEW  was  directed  to 
study  and  make  recommendations  of  adding 
services  of  chiropractic  and  optometrists  to 
Plan  B. 

— Payment  is  authorized  under  Plan  B 
for  diagnostic  x-rays  taken  in  a  patient's 
home  or  a  nursing  home. 

Medicaid 

— States  are  limited  in  setting  eligibility 
income  levels  for  federal  matching  purposes. 

— States  are  given  until  January  1,  1970, 
to  buy-in  Medicare  Plan  B  insurance  for 
aged  Medicaid  benefciaries. 

— States  are  authorized  to  make  direct 
payments  to  Medicaid  beneficiaries  for  phy- 
sicians' and  dentists'  services  if  the  bene- 
ficiary is  not  receiving  cash  assistance. 


— States  are  permitted  to  select  either  the 
5  basic  health  services,  or  7  out  of  the  14 
authorized,  for  the  medically  indigent.  The 
basic  5  must  be  provided  for  those  receiving 
welfare  cash  benefits.  The  basic  5  are:  in- 
patient hospital  services,  outpatient  hos- 
pital services,  other  laboratory  and  x-ray 
services,  skilled  nursing  home  services  and 
physicians'  services. 

— States  must  license  administrators  of 
nursing  homes  and  set  minimum  nursing 
home  standards  if  these  institutions  are  to 
be  eligible  to  participate  in  the  Medicaid 
program. 

— States  must  establish  methods  and  pro- 
cedures to  safeguard  against  unnece.ssary 
utilization  of  health  care  services  and  to 
assure  that  payments  for  such  services  and 
drugs  do  not  exceed  reasonable  charges. 

Under  the  program  for  Aid  to  Families 
with  Dependent  Children  (AFDC),  states 
now  must  oft'er  birth  control  services  to  ap- 
propriate beneficiaries  with  acceptance  on  a 
voluntary  basis.  Authorizations  for  federal 
financial  aid  for  maternal  and  child  health 
programs  are  increased.  Services  of  optome- 
trists are  added  to  child  health  programs. 

Dr.  James  L.  Goddard,  commissioner  of 
the  Food  and  Drug  Administration,  esti- 
mated that  about  30  drugs,  marketed  under 
1,600  brand  names,  will  be  forced  oft'  the 
market  because  of  ineft'ectiveness  for  treat- 
ment of  medical  conditions. 

An  evaluation  of  some  3,000  drugs  placed 
on  the  market  from  1938  to  1962  was  started 
in  June,  1966.  It  is  being  conducted  by  29 
panels  of  200  medical  and  pharmaceutical 
specialists  under  the  direction  of  the  Na- 
tional Academy  of  Sciences-National  Re- 
search Council.  With  the  first  panel  report- 
ing in  January,  the  last  report  is  due  in  mid- 
1969. 

^  +  -!• 

The  federal  government  has  licensed  a 
live,  attenuated  mumps  virus  vaccine  es- 
pecially recommended  for  adolescent  and 
male  adults  who  can  become  sterile  from  the 
relatively    innocuous    childhood    disease. 

The  vaccine,  developed  over  a  five-year 
period  by  the  Merck,  Sharp  and  Dohme  Re- 
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search  Laboratories,  was  not  recommended 
for  routine  use  in  infants  and  young  children 
pending  development  of  more  information  in 
the  duration  of  the  immunity  it  provides. 

Dr.  William  H.  Stewart,  U.  S.  Surgeon 
General,  said  excellent  protection  against 
naturally  occurring  mumps  has  been  ob- 
served for  the  first  year  after  the  single- 
infection  live  vacine. 

"But  limited  data  on  natural  exposure  dur- 
ing the  second  year  indicate  continuing  pro- 
tection although  additional  observation  will 
be  required  to  detei-mine  the  duration  of 
imm  mity  protection,"  he  said. 


Ijix  iKemoriam 

Louten    Rhodes    Hedgpeth,    M.D. 
1908-1967 

"The  hills  are  shadows,  and  they  flow 
From  form  to  form,   and  nothing  stands; 
They  melt  like  mists,  the  solid  lands. 
Like   clouds   they   shape   themselves   and   go." 

Thus  the  man  of  whom  I  shall  speak  in  these  few 
lines. 

"Gentle  in  character  as  a  southwind  bringing  com- 
fort and  refreshment,  beautiful  in  charities,  rich  in 
the  jewels  of  good  deeds,  unremitting  in  toil  and  un- 
sparing of  self,  he  fell  upon  the  first  slope  of  his 
journey  to  the  world's  goodnight,  and  his  life  dis- 
solved like  the  early  morning's  mist,  leaving  in  our  cup 
of  sorrow,  memories  as  sweet  and  fragrant  as  drops 
of  pearly  dew." 

E>r.  Louten  Rhodes  Hedgpeth  was  born  at  Barnes- 
ville,  North  Carolina,  June  21.  1908.  On  a  beautiful 
Sunday,  October  3.  1967,  death  found  him  unconscious 
from  an  accidental  fall  in  the  bathroom  of  his  home 
and  October  10th  gently  conveyed  him  past  all  his  ills. 

He  was  the  son  of  Reverend  Rowland  Alford  Hedg- 
peth and  Mrs.  Mae  Purvis  Hedgpeth.  Of  serious  and 
pious  turn,  he  connected  himself,  when  a  mere  lad, 
with  the  church  of  his  father  and  continued  to  exemplify 
throughout  his  life,  the  combined  value  of  good  heredity 
and  good  rearing. 

Dr.  Hedgpeth  married  Miss  Louise  Hogan  of  Hamlet. 
She  and  two  sons.  Louten  Rhodes  Hedgpeth.  Jr..  and 
Dr.  Jospeh  Rowland  Hedgpeth  survive. 

He  received  his  B.S.  degree  in  medicine  at  Wake 
Forest  College  in  1931.  and  graduated  in  medicine  from 
the  University  of  Maryland.  Baltimore  in  1933. 

Ambitious  by  nature.  Dr.  Hedgpeth  had  an  eager 
and  progressive  spirit.  Desiring  a  broader  field  and 
greater  opportunities  for  his  professional  skill,  upon 
completing  his  internship,  he  went  to  Baltimore  Eye, 
Ear,    Nose,    and    Throat    Hospital    and    specialized   in 


this  field.  Returning  to  his  native  town  of  Lumberton. 
he  pursued  his  speciality  and  rapidly  rose  to  distinction 
and  large  success. 

In  matters  pertaining  to  the  betterment  of  the  com- 
munity, civic,  business,  professional,  and  religious  ac- 
tivities, he  was  very  active  and  useful.  He  was  a 
member  of  the  Lumberton  School  Board  for  many 
years,  member  of  the  Board  of  Managers  of  the  First 
Union  National  Bank,  past  president  of  the  Brotherhood 
of  the  First  Baptist  Church,  first  president  o.  the 
Bowman  Gray  Medical  Alumni  Association,  member  of 
the  North  Carolina  Board  of  Nurse  Registration  and 
Nursing  Education  1 1944-1961 1,  member  of  the  Robe- 
son County  Medical  Society  i  secretary  and  past  presi- 
dent), past  president  of  the  Fifth  District  Medical 
Society,  member  of  the  Medical  Society  of  the  Medical 
Society  of  the  State  of  North  Carolina,  member  of  the 
North  Carolina  Eye.  Ear.  Nose,  and  Throat  Society, 
Seaboard  Railroad  Surgeons  Association.  American 
Railroad  Surgeons  Association,  past  president  of  the 
Lumberton  Rotary  Club,  a  Mason  and  Shriner,  and 
past  master  of  St.  Alban's  Lodge  No.  114.  Lumberton, 
North  Carolina. 

Just  one  word  more: 

"Never  mind  old  friend,  there  will  be  a  time  when  we 
can  talk  it  o'er,  when  together  we  can  know  the 
mystery  of  another  world!  When  we  can  see  better, 
when  seemingly  dark  and  blank  areas  over  our  head 
will  bud  with  tender  stars. 

Till  then  —  Good  night. 

N.  Oliver  Benson 

Roscoe  D.   McMillan 

Robeson   County  Medical   Society 


Daniel  Smith  Currie,  M.D. 

1883-1967 

In  the  passing  of  Dr.  Daniel  Smith  Currie  from  this 
life,  the  state  at  large  lost  one  of  its  best  citizens; 
the  community  in  which  he  lived,  one  of  its  most 
useful  servants;  and  the  medical  fraternity,  one  of 
its  most  valuable  members  and  strongest  men.  The 
shock  of  his  death  was  general,  because  he  was  much 
loved.  The  doctor  was  a  big  man  in  every  sense  of 
the  word,  and  as  one  of  his  close  friends,  who  knew 
him  well,  stated,  "He  lived  by  the  side  of  the  road 
and  was  a  friend  to  man." 

Dr.  Currie  who  was  born  in  Maxton,  Robeson 
County.  North  Carolina,  died  Sunday  morning.  Septem- 
ber 10,  1967,  in  Highsmith-Rainey  Memorial  Hospital, 
Fayetteville,  after  an  illness  of  several  months.  The 
funeral  was  conducted  from  Parkton  Presbyterian 
Church  on  September  11,  1967.  Interment  followed  in 
LaFayette  Memorial  Park  at  Fayetteville.  There  was 
a  great  outpouring  of  people  from  all  walks  of  life  at 
both  services,  many  of  whom  had  traveled  long  dis- 
tances to  pay  this  last  tribute  of  respect  to  the  man 
whom  they   loved   and   honored   during  his  life. 

Dr.  Currie  represented  a  high  type  of  Christian  phy- 
sician. He  was  a  faithful  and  devoted  member  of  the 
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Parkton  Presbyterian  Church,  in  whose  interest  he 
was  very  active.  For  more  than  33  years  he  had 
been  an  elder,  and  teacher  of  the  men's  Bible  Class 
for  42  years.  In  1963  the  church  built  a  new  fellowship 
hall  and  named  it  in  his  honor.  The  Elementary  Library 
of  the  Parkton  School  is  also  named  for  him.  He 
served  for  40  years  as  chairman  of  this  school  board. 

Dr.  Currie  attended  Davidson  College  and  the  North 
Carolina  Medical  College  at  Charlotte.  Upon  completing 
his  medical  training  in  1906.  he  began  the  practice  of 
medicine  at  Parkton,  which  was  uninterrupted  for  61 
years,  until  declining  health  forced  him  to  retire  in 
April,  1967. 

Dr.  Currie  was  a  fraternal  man  with  a  fraternal 
spirit.  He  was  a  member  of  both  Robeson  and  Cumber- 
land County  Medical  Societies,  the  Medical  Society  of 
the  State  of  North  Carolina,  a  member  of  the  Parkton 
Ruritan  Club,  a  Mason  and  a  Shriner.  Dr.  Currie  was 
honored  repeatedly  for  his  service  to  the  community. 
During  World  War  I  and  World  War  II.  he  was  on  the 
Medical  Advisory  Board  for  this  area  of  North  Caro- 
lina. In  March,  1965,  he  was  chosen  Robeson  County 
"Man  of  the  Year,"  and  on  this  occasion  the  Town 
honored  him  as  "Dr.  Currie  Day  in  Parkton."  Later 
the  lyews  and  Observer  featured  him  as  "Tar  Heel 
of  the  Week." 

Dr.  Currie  was  married  in  1906  to  the  former  Miss 
Mabel  Johnson,  who  died  three  years  ago. 
My  tribute  to  Dr.  Currie: 

"We  have  lost  a  loyal  and  loving  member,  a  servant 
of  humanity,  a  servant  of  God.  Service  above  self 
has  brought  to  his  memory  a  tribute  that  silver  and 
gold  cannot  buy— the  love  of  all  who  knew  him." 

Roscoe  D.  McMillan 

Robeson  County  Medical  Society 


Winthrop    Laboratories    Aids 
AMA's  Education-Research  Fund 

A  contribution  of  $10,000  has  been  made  by  Winthrop 
Laboratories,  a  division  of  Sterling  Drujr  Inc..  to  the 
American  Medical  Association's  Education  and  Re- 
search Foundation. 

The  company,  which  has  been  an  annual  contributor 
to  the  AMA-ERF,  presented  its  1967  gift  to  Dr.  Charles 
Hudson,  a  past  president  of  the  AMA  who  is  presi- 
dent of  the  Foundation's  board  of  directors.  F>urpose 
of  the  Foundation  is  to  make  fellowships  available  to 
needy  students  in  medical  schools  and  to  help  the 
schools  finance   research  programs. 

In  presenting  the  $10,000  gift  to  Dr.  Hudson.  Win- 
throp senior  vice-president  Charles  B.  McDermott  noted 
that  the  "medical  profession  and  pharmaceutical  in- 
dustry are  bound  together  by  a  strong  and  natural 
bond  that  is  based  on  the  public  good.  They  are  both 
dedicated  to  the  treatment  and  eradication  of  disease," 
he  said. 


Here's  what  you  do  to 
get  samples  of  the 

anticostive^ 
hematinic 


You 


r  Prescription  Blank 


Ik 


(Mail  to  Department  150 
Lederle  Laboratories, 
Pearl  River,  New  York  10965) 


anticostive,  ad],  {anti  opposed  to 
+  costive  causing  constipation.) 
Against  constipation.  (Now  isn't 
that  a  good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITINIC' 

Hematinic  with  Vitamins  and  Fecal  Softener 


A  tablet-a-day  provides: 

•  Elemental  Iron  (as  Ferrous  Fumarate)  .  100  mg 

•  Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  ironi  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Bs 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgtn 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 
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Classified  Advertisements 

FORSYTH  MEDICAL  PARK,  WINSTON-SALEM:  Cus- 
tom designed  suites  for  specialists  and  general  prac- 
titioners in  exclusive,  new  2-story  buildings;  ample 
parking.  Adjoining  (iOO-bed  Forsyth  Memorial  Hos- 
pital. West-side  location  convenient  to  N.  C.  Baptist 
Hospital.  Expressways;  5  minutes  to  downtown.  Write 
Hanes  Properties,  Inc.,  Suite  No.  658,  1900  S.  Haw- 
thorne Rd. 

RADIOLOGIST:  Outpatient  CUnic,  Winston-Salem, 
N.  C,  desirable  location,  no  travel.  Salary  up  to 
$21,469,  depending  on  qualifications.  Licensure  re- 
quired. Annual  leave  30  days,  other  fringe  benefits 
excellent.  Paid  moving  expenses.  Equal  opportunity 
employer.  Write  Personnel  Officer,  VA  Hospital, 
SaUsbury,  N.   C.  28144. 

"PHYSICIANS  WANTED'— for  full  time  emergency 
room  practice.  5-man  group,  424-bed  general  hospital 
with  medical  school  affiliation,  income  from  profes- 
sional fees  to  patients  with  guaranteed  minimum  of 
20,000,  no  expense,  average  40-hour  week  with  time 
for  living,  family,  vacations.  Call  or  write  Harold 
L.  Bettis,  Director,  Moses  Cone  Hospital,  Greensboro, 
N.   C.  27405.  FMA 

WANTED:  One  or  two  doctors  for  family  practice  for 
area  of  6,000  people  in  piedmont  section  of  N.  C. 
Complete  office  facilities  available.  Practice  good  for 
a  net  of  $50,000  plus  a  year.  Contact  C.  C.  Wheeler, 
Pr.,  Creedmoor  Drug  Co.,  Creedmoor,  N.  C.  27522. 
PHONE  992-3781  —  Night  PHONE:  992-9091.  FMA 

Wanted — GP's  to  work  as  staff  physicians.  Salary 
$12,000-$22,000.  Fringe  benefits.  Contact  Superinten- 
dent, Dorothea  Dix  Hospital,  Raleigh,  North  Carolina. 

SONDJF 

Partner  urgently  needed  to  associate  with  37  year  old 
G.P.  to  replace  partner  leaving  the  state.  Very  busy 
dual  practice  in  North  Carolina's  largest  city.  Ex- 
cellent hospital  and  office  facilities.  Fine  medical 
community.  Exceptional  financial  opportunity.  Hos- 
pital privileges  require  one  year  any  type  residency. 
Reply:  C.  O.  Chrysler,  3319  Gresham  Place,  Charlotte, 
North   Carolina.   28211  TF 


RADIOLOGIST: 

Outpatient  Clinic,  Winston-Salem,  N.  C.  Desirable 
location,  no  travel.  Salary  up  to  $21,469,  depending 
on  qualifications.  Licensure  required,  annual  leave 
30  days,  other  fringe  benefits  excellent.  Paid  moving 
expenses.  Equal  opportunity  employer.  Write  Per- 
sonnel Officer,  VA  Hospital,  Salisbury,  N.  C.  28144 


GENERAL  PRACTITIONERS 
Two  positions  open  for  qualified,  experi- 
enced general  practitoners  in  new,  modern 
IOO-bed  hospital  in  Raleigh.  Unusual  op- 
portunity for  experience  in  the  challeng- 
ing new  field  of  forensic  psychiatry.  Fac- 
ility operated  by  the  State  Department  of 
Corrections  but  under  medical  supervision 
of  the  State  Department  of  Mental  Health. 
Salary  open.  Benefits  include: 

•  Opportunity  for  participation  in  re- 
search, education  and  training  pro- 
grams 

•  40-hour  work  week 

•  Travel  to  professional  meetings 

•  10  paid  holidays  per  year 

•  Liberal  retirement  and  disability  bene- 
fits 

•  3  weeks  vacation 

•  10  days  sick  leave 

For  additional  information,  write: 
Eugene  A.  Hargrove,  M.D.,  N.  C.  Commis- 
sioner of  Mental  Health.  Box  9494,  Ra- 
leigh. 


Winston-Salem        Greensboro 

•    •  'a    D»»     ,•  •  •.« 

«•    ••    /J       Raleigh 
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•  •  • 


•   a     ChorloUe 


MATERNAL    DEATHS    REPORTED    IN    NORTH    CAROLINA 
SINCE     JANUARY   1,   1967 


Each    dot   represents   one   death 
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a  name  you  can  count  on 
when  it  counts 

Chloromycetin 

(chloramphenicol) 

Kapseals®250mg. 


PARKE^DAVIS 


The  Gray  band  on  White  capsule  combination  is  a  registered  trademark  of  Parke.  Davis  &  Company. 
Complete  information  for  usage  available  to  physicians  upon  request. 
Parke,  Davis  &  Company,  Detroit,  Michigan  48232 
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The    Annual    Meeting 


FIRST  REPORT  OF  THE  BLUE  RIBBON  COMMITTEE  NO.  1 

J.  P.  Chapman,  M.D.,*  J.  P.  Harloe,  M.D.,  J.  Hughes,  M.D. 
J.  S.  Rhodes,  M.D.,  and  T.  G.  Thurston,  M.D. 


The  Blue  Ribbon  Committee  No.  1  of  the 
Medical  Society  of  the  State  of  North  Caro- 
lina was  appointed  by  President  Frank  W. 
Jones  on  February  24,  1967,  to  "evaluate  the 
functions  and  internal  relations  of  the  So- 
ciety." 

The  first  meeting  of  the  Committee  was 
held  in  April,  1967,  too  late  to  do  more  than 
make  an  interim  report  to  the  Society  at  the 
1967  Annual  Meeting  that  the  Committee 
had  been  formed  and  was  functioning. 

At  that  first  meeting  it  became  apparent 
that  the  work  of  the  Society  would  have  to 
be  divided — for  study  purposes — into  several 
categories.  The  Committee  arbitrarily  se- 
lected the  following  six  areas  in  which  the 
members  thought  further  investigation 
might  be  fruitful  : 

1.  The  Annual  Meeting  of  the  Society 

2.  Headquarters   Operations 

3.  Publications 

4.  Committee  Structure  and  Function 

5.  District  Medical  Societies 

6.  Constitution  and  By-Laws 

After  some  discussion,  it  was  decided  to 
make  the  Annual  Meeting  our  first  point  of 
study. 

Meetings  of  the  Committee  were  held  in 
April  and  September  of  1967  and  on  Jan- 
uary 7,  1968.  From  time  to  time  President 
Ross,  President-elect  Welton,  Past  President 
Frank  W.  Jones,  and  Executive  Director 
James  T.  Barnes,  as  well  as  other  members 
of  the   Society  and   its   headquarters   staff. 


have  met  with  us.  An  analysis  was  made  of 
the  Annual  Meeting  as  to: 

a.  Location 

b.  Date  and  time  of  meeting 

c.  House  of  Delegates 

d.  Exhibits 

e.  Specialty  organization 

f.  Program. 

A.  Location 

The  Committee  feels  that  a  fixed  location 
for  the  Annual  Meeting  is  not  in  the  best 
interests  of  the  Society.  The  Annual  Meeting 


Editorial  Comment  on  page  115 


Presented  at  the  Midwinter  Meeting  of  the  Executive 
Council,  Medical  Society  of  the  State  of  North  Carolina. 
Pinehurst,  January  28,  1968. 

♦Dr.  Chapman  is  chairman   of  the   committee. 


should  be  held  in  a  site  with  adequate  hotel 
and  meeting  facilities,  in  the  central  portion 
of  the  state,  where  it  can  be  easily  reached 
by  automobile  or  plane.  Adequate  facilities 
for  the  meeting  are  more  important  than 
are  recreational  facilities. 

Our  previous  experience  with  out-of-state 
meetings  in  the  past  would  seem  to  pre- 
clude any  consideration  of  such  sites  in  the 
future.  Within  the  state,  several  places  were 
considered:  Raleigh,  Greensboro,  Pinehurst, 
Charlotte,  Winston-Salem,  and  Asheville.  A 
study  of  the  facilities  currently  available  in 
these  cities  led  us  to  believe  that  only  Pine- 
hurst and  Charlotte  should  be  considered  at 
the  present  time.  When  other  communities 
develop  facilities  which  are  suitable  for  the 
meeting,  then  they  should  also  be  considered. 

Recommendation  No.  1:  that  the  Annual 
Meeting  of  the  Society  be  held  alternately  in 
Charlotte  and  Pinehurst. 
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B.  Date  and  Time  of  Meeting 
The  present  dates  for  the  Annual  Meeting 
(in  early  May)  are  probably  the  best  time 
for  the  meeting.  Monday  appears  to  be  a 
difficult  day  for  a  practicing  physician  to  be 
away  from  his  office.  Most  of  the  members 
take  either  Wednesday  or  Thursday  after- 
noon "off,"  and  they  generally  tend  to 
lighten  their  work  load  toward  the  end  of 
the  week.  The  Committee  felt  that  a  shorter 
meeting  consisting  of  only  two  days  with  a 
streamlined  program  might  appeal  to  more 
members  than  the  present  three-day  one.  A 
week-end  meeting  would  afford  Sunday  for 
the  members  to  return  to  their  homes  and 
prepare  for  the  busy  week  ahead  of  them. 

Recommendation  No.  2:  that  the  length  of 
the  Annual  Meeting  be  reduced  from  three 
days  to  two,  and  that  the  first  full  day  of  the 
meeting  begin  on  Friday. 

C.  House  of  Delegates 
The  present  method  of  submitting  resolu- 
tions is  a  good  one,  since  it  affords  the  com- 
ponent county  societies  an  opportunity  to 
study  the  resolutions  and  instruct  their  dele- 
gates. For  presenting  any  emergency  resolu- 
tions, an  adequate  mechanism  is  already 
available. 

If  the  Annual  Meeting  is  changed  to  begin 
on  Friday,  the  House  of  Delegates  could  con- 
vene the  preceding  day  (Thursday).  The 
mechanics  currently  employed  of  (a)  pre- 
senting a  resolution  before  the  House  of 
Delegates,  then  (b)  referring  it  to  a  Refer- 
ence Committee,  and  (c)  returning  it  to 
the  House  of  Delegates  has  often  been  awk- 
ward and  usually  pressed  for  adequate  time. 
In  addition,  the  Reference  Committees  have 
not  had  ready  access  to  information  which 
had  been  presented  to  the  Executive  Council 
the  day  before. 

Recommendation  No.  3: 

I. That  the  first  meeting  of  the  House  of 
Delegates  be  scheduled  for  9:00  a.m.  on  the 
Thursday  before  the  Annual  Meeting  (if 
changed  to  Friday),  that  Thursday  after- 
noon be  reserved  for  meetings  of  the  Refer- 
ence Committees,  and  that  the  second  meet- 
ing of  the  House  of  Delegates  be  scheduled 
for  Thursday  night. 


II.  That  reference  committees,  adequate  in 
number  to  consider  and  to  act  expeditiously 
on  matters  referred  to  them,  be  appointed  by 
the  Speaker  of  the  House  well  in  advance  of 
the  meeting  of  the  House  of  Delegates. 

III.  That  the  chairman  of  each  Reference 
Committee  be  invited  to  attend  the  Meet- 
ings of  the  Executive  Council. 

IV.  That  every  effort  be  made  (by  in- 
creasing clerical  help  if  necessary)  to  get 
abstracts  of  the  Executive  Council  Meeting 
to  the  Chairmen  of  the  Reference  Commit- 
tees before  noon  on  Thursday. 

(The  possible  value  of  a  fall  meeting  of 
the  House  of  Delegates  was  also  discussed, 
but  it  was  decided  to  make  no  recommenda- 
tion in  this  regard  since:  (1)  a  routine  meet- 
ing of  the  delegates  in  the  fall  would  prob- 
ably be  poorly  attended;  (2)  the  Executive 
Council  is  charged  with  the  conduct  of  the 
affairs  of  the  Society  between  Annual  Meet- 
ings; and  (3)  the  Council  may  call  a  meet- 
ing of  the  House  of  Delegates  if  this  should 
be  deemed  necessary.) 

D.  Exhibits 

For  obvious  economic  reasons,  it  appears 
advisable  to  continue  having  the  commercial 
exhibits. 

In  considering  the  scientific  exhibits,  it 
was  felt  that  many  of  them  have  been  of 
poor  quality  in  recent  years,  that  there  has 
been  little  or  no  interest  on  the  part  of  much 
of  the  membership  in  viewing  them,  and  that 
they  have  often  been  placed  in  locations 
which  were  undesirable  or  inaccesible  for 
worth-while  display.  We  do  not  believe  that 
scientific  exhibits  should  be  sought  for  fu- 
ture meetings  simply  to  increase  the  number 
of  exhibitors,  but  rather  feel  that  poor  or 
mediocre  exhibits  should  be  discouraged 
while  excellent  ones  should  be  sought  by 
whatever  means  are  available.  A  prospective 
exhibitor  should  be  informed  of  the  general 
lack  of  interest  and  poor  attendance  at  the 
scientific  exhibits  so  that  he  will  understand 
the  situation  and  not  be  disappointed.  To 
attract  more  viewers,  some  consideration 
might  be  given  to  (a)  including  the  scien- 
tific exhibits  on  the  punch  cards,  or  (a)  in- 
terspersing the  scientific  exhibits  with  the 
commercial  ones. 
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Recommendation  No.  k:  That  the  com- 
mittee on  scientific  exhibits  be  charged  : 

A.  To  select  the  very  best  scientific  ex- 
hibits possible. 

B.  To  make  exhibitors  aware  of  current 
facts  concerning  attendance  and  in- 
terest at  the  scientific  exhibits. 

C.  To  give  those  exhibits  thought  to  be 
most  worth  while  prime  display  space, 
and  to  consider  improving  the  display 
of  all  scientific  e.xhibits  by  whatever 
mechanisms  the  committee  feels  are 
appropriate. 

E.  Specialty  Organizations 

For  the  welfare  of  the  state  specialty  or- 
ganizations as  well  as  of  the  State  Society,  it 
appears  to  be  imperative  that  the  specialty 
societies  become  more  actively  involved  in 
the  work  of  the  Society.  A  great  deal  could 
be  accomplished  if  the  specialty  organiza- 
tions would  consider  the  specialty  section 
programs  of  the  Annual  Meeting  as  im- 
portant programs  of  their  own  societies.  In 
several  instances,  one  specialty  (such  as 
Surgery)  may  have  several  diff'erent  organ- 
izations within  the  state.  Where  such  a  con- 
dition exists,  that  organization  which  is 
most  representative  of  that  specialty  should 
be  asked  to  participate  officially  in  this  pro- 
gram with  the  Society,  and  the  others  urged 
to  do  so  unofficially. 

Recommendation  No.  5: 

I.  That  the  president  or  president-elect  of 
that  specialty  organization  which  is  most 
representative  of  that  specialty  within  the 
state  shall  serve  as  the  head  of  that  spe- 
cialty section  of  the  State  Society  (where 
such  a  section  exists). 

II.  That  representatives  shall  be  desig- 
nated by  each  such  specialty  organization  to 
serve  as  consultants  to  the  program  commit- 
tee for  the  plenary  general  sessions. 

III.  That  each  such  specialty  organization 
shall  be  permitted  to  elect  a  representative 
who  shall  be  a  voting  member  of  the  House 
of  Delegates. 

IV.  That  the  entire  first  day  of  the  annual 
meeting  shall  be  devoted  to  meetings  of  the 
representative  specialty  organizations. 

V.  That,  in  view  of  the  lack  of  funds  from 


the  state  society,  the  entire  responsibility 
for  planning,  organizing,  and  financing 
these  first  day  programs  shall  be  assumed 
by  the  specialty  organizations.  (They  may 
wish  to  set  aside  part  of  that  day  for  a  busi- 
ness meeting  of  their  own  membership  or 
of  their  Board  of  Directors). 

F.  Program  of  the  Annual  Meeting 
If  we  agree  that  a  two-day  meeting  begin- 
ning on  Friday  should  be  tried,  then  the 
Committee  makes  the  following  suggestions 
to  present  what  we  believe  to  be  a  more  at- 
tractive format: 

1.  The  First  Day  (Friday)  should  be  de- 
voted to  specialty  meetings  as  mentioned  pre- 
viously. 

2.  The  Second  Day  (Saturday)  should  be 
devoted  to  plenary  sessions. 

3.  The  financing  of  these  plenary  sessions 
should  be  the  responsibility  of  the  State 
Society. 

4.  The  programs  for  the  second  day  are 
the  responsibility  of  the  program  committee 
of  the  State  Society,  with  consultants  rep- 
resenting the  specialty  societies. 

5.  Consideration  should  be  given  to  making 
the  morning  meal  on  Saturday  (or  perhaps 
on  both  days)  a  buffet  or  Smorgasbord-type 
breakfast — in  an  effort  to  streamline  the 
serving  of  breakfast  and  to  get  the  members 
to  the  opening  of  the  meeting  on  time.  (It 
has  been  suggested  that  some  commercial  or- 
ganization might  even  be  interested  in  spon- 
soring this  meal  for  its  advertising  value.) 

6.  The  first  "spot"  on  the  program  should 
have  some  sort  of  "gimmick"  to  make  the 
members  ivaytt  to  get  down  to  the  meeting 
on  time.  It  would  be  difficult  to  find  a  movie 
with  sufficient  general  appeal  to  persuade  the 
members  to  crowd  in  to  see  it.  It  was  sug- 
gested that  (a)  a  tricky  title,  (b)  a  good 
topic  or  (c)  an  outstanding  speaker  or  im- 
portant public  figure  would  be  helpful.  For 
the  plenary  sessions,  it  would  almost  have 
to  be  a  topic  of  socioeconomic  nature  to  at- 
tract a  large  audience. 

7.  Probably  the  entire  morning  plenary 
session  should  be  devoted  to  socioeconomic 
matters. 

a.  The    message    of    the    President-Elect 
should  come  in  mid-morning. 
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b.  The  report  of  the  State  Board  of 
Health,  with  its  current  involvement 
in  matters  of  government  and  medi- 
cine, should  be  presented  at  this  ses- 
sion. 

8.  The  Saturday  afternoon  meeting  should 
be  the  Annual  Business  Session. 

9.  The  banquet  and  dance  should  come  Sat- 
urday night. 

10.  No  other  meetings  should  be  scheduled 
during  any  scientific  or  plenary  session. 

11.  Persons  responsible  for  the  program 
should  be  free  to  invite  any  speaker  they 
wish.  Any  tradition  concerning  a  limitation 
of  the  number  of  out-of-state  speakers 
should  be  abandoned. 

12.  Program  participants  should  be  ///- 
rited  (not  required)  to  submit  their  papers 
to  the  Journal  for  publication.   Conversely, 


the  Journal  should  not  be  required  to  pub- 
lish them. 

13.  Unless  so  specified  by  the  donor  of  an 
award,  the  awards  should  not  be  withheld 
because  of  a  general  lack  of  quality  of  the 
papers  presented. 

14.  Whenever  and  wherever  available, 
new  techniques  (such  as  closed-circuit  TV) 
should  be  utilized  to  vary  the  program  or  to 
make  it  more  attractive. 

15.  The  President's  Message  should  be 
part  of  the  program  of  the  First  Meeting  of 
the  House  of  Delegates. 

16.  The  Annual  Meeting  should  be  re- 
viewed again  at  some  suitable  interval 
(three  or  four  years)  after  these  changes 
have  been  instituted  to  evaluate  what  has 
been  accomplished. 


Aneurysms  of  the  Abdominal  Aorta:  Wliat  Ai*e  the  Chances? 

Fkancis  Robicsek,  M.D.,  Paul  W.  Sanger,  M.D. 
Harry  K.  Daugherty,  M.D.,  Vincenzo  Gallucci,  M.D. 


Before  the  advent  of  reconstructive  ar- 
terial surgery,  aneurysms  of  the  abdominal 
aorta  were  rarely  recognized  in  vivo,  so  that 
their  clinical  significance  failed  to  be  ap- 
preciated.^  Dubost-  performed  the  first  suc- 
cessful excision  and  replacement  of  an  ab- 
dominal aortic  aneurysm  in  1951 ;  since  then 
the  important  role  of  surgery  in  the  man- 
agement of  this  lesion  has  become  generally 
recognized.  When,  however,  the  patient  has 
other  problems,  such  as  advanced  age,  hyper- 
tension, diabetes,  and  coronary  heart  dis- 
ease, it  may  be  difficult  for  a  physician  un- 
familiar with  the  situation  to  decide  whether 
or  not  the  operative  risks  outweigh  the  pos- 
sible gains  of  surgery.^ 

To  determine  the  factors  involved  in  the 
surgical  risks  of  these  patients,  the  case 
histories  of  201  consecutive  patients 
operated  on  for  aneurysms  of  the  abdominal 
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aorta  were  evaluated.  The  findings  are  pre- 
sented in  this  study. 

Material 

During  the  past  14  years  214  cases  of 
aneurysm  of  the  abdominal  aorta  have  been 
investigated  on  our  service.  Surgery  was 
not  recommended  for  7  patients  who  were 
extremely  debilitated  and  in  whom  the 
aneurysm  extended  into  several  of  the  major 

Table  1 
Classification  of  Surgical  Patients 

No.  Patients 
Aneurysm  not  ruptured  (1.50  patients) 

No  renal  artery  involvement: 
asymptomatic  70 

No  renal  artery  involvement; 
symptomatic  71 

With  renal  artery  involvement  9 


Aneurysm  ruptured   (51  patients) 

Retroperitoneal    hematoma 
Intraperitoneal  rupture 

Total 


150 

21 
30 

201 
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Table 

2 

Causes 

of 

Death 

Not  ruptured 

Ruptured 

150  pts. ) 

(41  pts.) 

Hemorrhage 

3 

Shock 

1 

7 

Thrombosis  of  the  graft 

2 

2 

Renal  shutdown 

4 

11 

Cardiac  disease 

2 

2 

Respiratory  failure 

1 

Pulmonary  embolism 

1 

Pancreatitis 

1 

0 

Infection  and/or  aortoentei 

•ic 

fistula 

2 

0 

Fig.  1.  A.  Aneurjsm  of  the  abdominal  aorta.  B.  Replacement  by  a  Dacron  vascular  prosthesis. 

arteries,  and  6  patients  refused  the  opera- 
tion. The  remaining  201  patients  were  op- 
erated on.  These  were  divided  into  the  cate- 
gories shown  in  Table  1. 

In  all  of  the  surgical  patients,  the  tech- 
nique of  aortic  resection  and  graft  replace- 
ment^'' was  applied.  Dacron-Orlon  and  Tef- 
lon grafts  were  used  in  our  earlier  opera- 
tions, but  during  the  past  seven  years  woven 
Dacron  prostheses  were  used  exclusively. 
"Straight"  grafts  were  inserted  in  59  pa- 
tients. The  involvement  of  the  iliac  or  femo- 
ral arteries  or  both  made  the  use  of  "bi- 
furcated" grafts  necessary  in  128  patients. 
(Fig.  1).  The  aorta  and  the  renal  arteries 
were  replaced  with  "side-arm"  prostheses  in 
8  patients. 

Results 

One  hundred  ninety-seven  of  the  201  pa- 
tients survived  the  operation ;  33  were  lost 
during  the  immediate  postoperative  period, 
and  3  died  three  or  more  months  after  the 
operation  from  causes  directly  or  indirectly 
related  to  surgery.  The  operative  mortality 
is  shown  in  Figure  2.  It  is  evident  that  rup- 


Total 


13 


27 


ture  of  an  aortic  aneurysm  greatly  increases 
the  surgical  risk. 

The  causes  of  death  are  listed  in  Table  2 
Figure  3  shows  the  surgical  mortality 
(immediate,  postoperative,  and  late)  in  re- 
lation to  age.  In  the  group  of  patients  whose 
aneurysms  were  not  ruptured,  there  seems 
to  be  no  correlation  between  age  and  mor- 
tality, but  a  definite  though  gradual  increase 
in  the  death  rate  with  advancing  age  is  evi- 
dent in  the  "ruptured"  group. 
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NO.    OF 
PATIENTS 

70 
72 

8 

Zl 


MORTftLITY    % 

10  eo  30  40  50  60  70  SO  90         100 

'  '  ■  ■  ■  ■  1  ■  1  ■ 


^♦.3%  RSYMPTOMATIC 

12.5%        SYMPTOMATIC 
IE.Z%  WITH  VISCERRL    BRTERV  INVOLVEMENT 

50% 


^ 


RErROPEBITONEflL    RUPTURE 


60%         INTRAPERirONEflL    RUPTURE 


■  SURCICUL  M  POSTOPERATIVE  ^    LRTE  DUE  TO  SUROERY 

Fig.  2.  Mortality  associated  with  resection  and  replacement  of  abdominal  aortic  aneurysm. 
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CIRCLED    NUMBERS   INDICATE    PATIENTS 
Fig.  3.  Surgical  mortality  in  cases  of  ruptured  and  unruptured  aneurysm  by  age  of  patient. 


In  addition  to  age,  the  following  associated 
conditions  were  evaluated  with  regard  to  the 
surgical  and  postoperative  mortality:  (1) 
hypertension;  (2)  coronary  heart  disease 
(history  of  myocarial  infarction  or  angin 
pectoris  or  both)  ;  (3)  other  cardiac  condi- 
tions; (4)  clinically  manifested  renal  insuf- 


ficiency; (5)  diabetes  mellitus;  (6)  history 
or  clinical  signs  of  cerebrovascular  disease. 
The  surgical  and  postoperative  mortality 
according  to  these  factors  are  shown  in 
Figure  4.  The  total  of  the  columns  shown  in  f~ 
this  figure  exceeds  the  number  of  patients 
operated  on  who  died  postoperatively,  since 
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NON- RUPTURED  RUPTURED 

MORTALITY 
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CONDITIONS         °' 

Fig.    4.    Effect    of    complicating    conditions    on    mortality  associated  with  surgical  treatment  of  aortic  aneurysm. 


100% 


some  of  the  patients  had  more  than  one  com- 
plicating condition.  These  statistics  are 
similar  to  those  presented  in  Figure  3.  As- 
sociated conditions  hardly  affected  the  re- 
sults in  the  group  with  unruptured  lesions, 
but  increased  the  death  rate  significantly  in 
the  "ruptured"  group. 

Discussion- 
It  is  natural  to  ask  how  these  data  can 
be  used  in  determining  the  indications  and 
selection  of  patients  for  surgery.  Patients 
having  ruptured  lesions  seldom  create  prob- 
lems. It  is  evident  that  their  only  hope  for 
survival  leads  through  the  operating  theater. 
The  situation  is  different,  however,  for  those 
with  unruptured  aneurysms,  who  definitely 
have  something  to  gain  but  also  much  to 
lose  by  surgery.  To  determine  whether  the 
operative  risk  represented  in  these  statis- 
tics is  justified,  it  is  necessary  to  know  the 
possible  outcome  of  the  patient  who  is  not 
operated  on. 

According  to  the  data  available  in  the 
literature,  the  prognosis  for  the  patient  with 
an  untreated  abdominal  aneurysm  is  ex- 
tremely poor.  Kampmeier,^  in  evaluating  73 
patients  with  untreated  aortic  aneurysms, 
found   that   the   majority    died    within   six 


months  of  the  onset  of  the  first  symptoms. 
Gliedman**  found  that  75%  of  96  patients 
with  such  lesions  were  dead  within  six 
months  after  the  diagnosis  was  established. 
Brindley"  discovered  the  average  life  span 
of  untreated  patients  to  be  27  months.  Simi- 
lar findings  have  been  reported  by  Wright,!" 
Roberts,"  and  Sanger'-  and  others.  Estes,'^ 
in  an  analysis  of  102  patients,  found  that 
only  18.9' ;  of  them  were  alive  at  the  end  of 
five  years,  as  compared  to  85  %  of  the  normal 
population  of  identical  age. 

A  somewhat  more  optimistic  attitude  is 
reflected  in  the  works  of  Schatz  and  asso- 
ciates,'^ Wolf,'"'  and  Bernstein,"'  which  are 
based  on  more  selective  clinical  material ;  but 
even  in  these  studies,  the  five-year  survival 
rate  of  patients  with  untreated  abdominal 
aneurysms  seldom  exceeds  30';t.  The  recent, 
most  comprehensive  study  of  Szilagyi." 
based  on  163  untreated  patients,  found  only 
17.2%  of  them  alive  at  the  end  of  a  five-year 
follow-up  period. 

In  view  of  the  data  presented,  it  appears 
that  the  "wait  and  see"  approach  has  no 
place  in  the  managements  of  unruptured  aor- 
tic aneurysms  even  in  the  absence  of  clinical 
symptoms.  We  have  seen  too  many  patients 
arriving  at  the  hospital  in  a  critical  state  of 
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shock  from  an  already  ruptured  aneurysm 
whose  lives  probably  could  have  been  saved 
just  one  day  earlier  if  an  elective  resection  of 
the  lesion  had  been  done.  This  unwarranted 
conservatism  is  difficult  to  understand.  We 
strongly  believe  that  any  localized  dilation 
of  the  aorta  which  for  practical  purposes 
could  be  called  an  aneurysm  (when  the  dia- 
meter of  the  vessel  is  twice  that  of  the  aorta 
proximal  to  it  and  or  exceeds  5  cm)  should 
be  treated  by  resection  and  grafting  unless 
the  patient  is  extremely  debilitated,  has  an 
incurable  malignant  disease,  far  advanced 
renal  insufficiency,  or  a  recent  myocardial 
infarction.  This  viewpoint  is  certainly  justi- 
fied in  view  of  the  operative  risk  of  this 
disease. 

Sttmmanj  and  Coticlusions 

The  most  important  factor°"determining 
the  operative  risk  of  a  patient  with  aortic 
aneurysm  is  whether  or  not  the  aorta  is  al- 
ready ruptured.  The  patient's  age,  general 
condition,  and  associated  diseases  are  of 
secondary  importance. 

The  different  types  of  aneurysms  of  the 
abdominal  aorta  listed  in  the  order  of  in- 
creasing surgical  mortality  are  as  follows : 
asymptomatic  (4.3'^r),  symptomatic  but  not 
ruptured  (12.5%),  retroperitoneal  rupture 
(50%),  and  intraperitoneal  rupture  (60%). 

With  good  preparation  and  careful  sur- 
gical technique,  the  patient  with  an  unrup- 
tured aneurysm  has  an  excellent  chance  for 
survival  and  recovery,  irrespective  of  ad- 
vanced age,  associated  heart  disease,  or  dis- 
seminated arteriosclerosis. 

The  mortality  associated  with  resections 
for  ruptured  aneurysms  is  high,  and  the 
presence  of  complicating  factors  such  as  ad- 
vanced heart  disease  or  disseminated  arterio- 
sclerosis creates  a  rather  hopeless  situation. 

On  the  basis  of  the  literature  and  our 
own    experience,    we    recommend    that    all 


aneurysms  of  the  abdominal  aorta  be  treated 
by  resection  and  graft  replacement  soon 
after  the  diagnosis  has  been  established,  un- 
less the  patient  is  extremely  debilitated,  has 
an  incurable  malignant  disease,  advanced 
renal  insufficiency,  or  a  recent  myocardial 
infarction. 
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Is  the  Incidence  of  Pulmonary  Tuberculosis  Increasing? 


Henry  Stuart  Willis,  M.D.' 


The  decline  in  the  tuberculosis  death  rate 
has  lon^  impressed  physicians  and  laymen 
alike,  and  both  have  grown  comparatively 
apathetic  and  disinterested  in  the  disease, 
having  assumed  that  it  is  now  under  satis- 
factory medical  control.  A  good  many  of  us, 
however,  were  at  least  moderately  shocked 
by  the  recent  increase  in  the  incidence  of 
new,  active  cases  reported  from  many  parts 
of  the  United  States. 

This  calls  to  mind  our  experience  with 
syphilis.  We  all  recall  the  astonishingly  ef- 
fective results  that  came  from  the  concen- 
trated use  of  penicillin,  in  proper  dosage, 
against  this  disease.  At  that  time  we  were 
sure  that  it  was  under  control  and  turned 
our  attention  to  other  medical  issues.  Now 
syphilis  is  on  a  decided  increase,  as  we  all 
know. 

Or  like  our  friends  the  veterinarians, 
whose  activity  against  bovine  tuberculosis 
brought  that  disease  to  a  >;eo7-vanishing 
point — but  not  quite  all  the  way.  They  postu- 
lated that  when  bovine  tuberculosis  had 
reached  the  point  at  which  not  more  than 
one-half  of  one  percent  of  cattle  in  tested 
herds  reacted  to  tuberculin,  the  disease 
would  be  under  satisfactory  control.  After 
that  level  was  reached,  interest  naturally 
slackened  and  attention  to  other  diseases 
allowed  it  to  get  out  of  hand.  A  decade  later 
bovine  tuberculosis  was  again  decimating 
many  herds  with  an  increasing  incidence. 

Are  we  in  this  country  reaching  this 
stage  in  our  attack  on  human  tuberculosis? 
Fortunately,  the  recently  reported  increase 
in  the  number  of  new  cases  has  not  been 
sustained  in  the  last  two  years,  a  fact  which 
some  now  attribute  to  changes  in  methods 
of  reporting.  Unfortunately,  the  rate  of  de- 
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cline  becomes  less  with  each  passing  year, 
as  we  reach  the  "hard-core"  cases.  The  going 
bids  fair  to  become  progressively  tougher 
and  slower  from  now  on,  and  the  situation 
can  get  out  of  hand. 

This  potential  change  in  trends  in  tuber- 
culosis throws  a  considerable  responsibility 
upon  all  of  us,  especially  on  the  men  in  prac- 
tice— those  who  are  on  the  firing  line  and 
see  the  patient  first. 

Now,  with  virtually  1300  new  cases  of 
active  tuberculosis  in  a  year,  in  a  state  hav- 
ing 3,000  practicing  physicians,  it  is  not  sur- 
prising that  all  do  not  feel  the  same  urgency 
toward  the  disease.  We  should  remember, 
however,  that  our  clientele  includes  many 
former  tuberculous  patients,  and  also  that 
this  disease  has  shown  a  marked  tendency 
to  relapse,  particularly  in  those  who  recov- 
ered from  it  in  the  days  before  effective 
drugs  became  available.  But  if  we  recognize 
the  lurking  nature  of  tuberculosis  and  its 
tendency  to  relapse,  and  if  we  maintain  a 
high  index  of  suspicion,  we  may  at  least 
find  new  cases  in  an  earlier  stage  of  develop- 
ment. 

Present  Status 
The  current  situation  is  shown  in  Table  1. 
As  estimated  by  the  Public  Health  Service, 

Table  1 
Estimates    of    Active,    Recently    Active,    and    Contacts 

of   Cases   of  Tuberculosis 
Group  United  States    North  Carolina 

Known  active  cases  250.000  6.250 

Unknown  active  cases* 
Inactive  for  five  years 

or  less  105.000  2,750 

Contacts  of  recent  active  cases    250.000  6,250 

Totals  605,000  15,250 

*Estimated  at  a  good  many  thousand 

Estimated  numbers  of  active  and  recently  active  cases 
and  persons  in  contact  with  such  patients.  These  all  re- 
quire careful  periodic  medical  super\ision.  (Data  derived 
from  estimates  of  the  U.  S.  Public  Health  Service  and  the 
National  Tuberculosis  Association.) 

approximately  250,000  people  in  the  United 
States  have  had  active  tuberculosis  within 
the  last  five  years.  When  we  calculate  the 
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population  of  North  Carolina  to  one-fortieth 
that  of  the  nation,  this  gives  us  6,250  such 
persons  in  the  state  at  this  time.  Known 
active  cases  number  105,000  in  the  United 
States,  2,750  of  them  in  North  Carolina.  Un- 
known active  cases  are  estimated  at  several 
thousand.  Although  we  obviously  do  not 
know  how  many  live  in  our  midst,  the  his- 
tory of  known  patients  and  the  facts 
brought  out  in  the  records  show  that  many 
tuberculous  people  have  gone  undetected 
for  months,  largely  through  their  failure 
to  submit  themselves  for  treatment,  or  be- 
cause obscure  signs  or  symptoms  have  not 
excited  suspicion. 

Then  there  are  the  250,000  contacts  of 
patients  who  recently  had  active  cases.  It  is 
common  knowledge  that  bacilli  spread  from 
one  who  has  the  disease  to  those  who  do  not. 
A  recent  USPHS  .study  involving  many 
thousand  families  determined  that  19  of 
every  1000  persons  in  contact  with  active 
cases  showed  active  disease  when  first  seen 
by  a  physician.  With  so  many  contacts  in 
the  land,  we  have  problems  to  challenge  us. 

In  short,  Table  1  shows  that  more  than 
a  half-million  people  in  the  United  States, 
15,000  of  them  in  North  Carolina,  are  liv- 
ing at  heightened  risk  of  tuberculosis  and 
thus  should  be  under  medical  surveillance  to 
prevent  their  becoming  victims  and  purvey- 
ors of  the  disease.  These  people,  therefore, 
become  the  particular  objective  of  the  doc- 
tor. 

Another  large  group  contributes  con- 
siderably to  the  incidence  of  clinical  tuber- 
culosis. This  group,  I  like  to  call  the  seed 
bed.  About  25  million  people  in  the  United 
States  today,  625,000  of  them  in  North 
Carolina,  harbor  living  tubercle  bacilli — 
that  is,  they  react  to  bona  fide  tuberculin 
tests. 

It  is  conservatively  estimated  that  3% 
(about  20,000)  of  these  650,000  carriers  in 
North  Carolina  will,  in  the  course  of  their 
lives,  fall  ill  with  tuberculosis.  Though  not 
intended  to  alarm,  this  fact  does  point  to 
the  presence  of  a  seed  bed  from  which  we 
can  expect  a  fair  number  of  new  cases  to 
develop  annually  for  a  long  time.  We  must 


observe  these  reactors  at  least  once  a  year, 
and  those  who  fall  into  the  high-risk  cate- 
gories, even  oftener.  Considering  the  life 
span  of  these  25  million  people  to  be  40  years, 
this  group  will  yield  a  good  many  cases  per 
year.  These,  plus  those  whom  they  infect, 
plus  those  who  suffer  relapses  of  previous 
attacks  and  the  people  to  whom  they,  in  turn, 
pass  their  bacilli,  lead  us  to  anticipate  per- 
haps 900  to  1,000  new  cases  of  active  tuber- 
culosis per  year  in  North  Carolina  for  some 
time  to  come,  featured,  assuredly,  by  a  grad- 
ual diminution  in  numbers. 

At  this  moment  the  Public  Health  Service 
is  striving  to  get  these  millions  of  reactors 
to  take  INH  for  one  year  each.  It  is  an 
idealized  program.  But  many  people  believe 
that  the  drug  attacks  the  bacillus  only  in  its 
growing  and  reproducing  stages,  and  that 
resting  bacilli,  tucked  away  in  lesions  which 
by  all  indices  are  clinically  and  pathologically 
inactive,  are  in  a  relatively  labile  state  and 
thus  insusceptible  to  drug  effects.  This  im- 
portant matter  stands  in  great  need  of  fur- 
their  study.  Meantime  the  physician  will 
have  to  individualize  his  evaluation  of  the 
reactor  to  determine,  if  possible,  such  facts 
as  the  degree  and  duration  of  the  exposure, 
the  time  lapse  since  exposure  ceased,  etc.  He 
will  need  to  employ  roentgenographic 
evaluation  in  his  assay,  and  will  want  to 
know  whether  small,  tell-tale  symptoms  have 
appeared  in  recent  months  or  years.  He  will 
require  this  type  of  information  as  a  guide 
to  the  patient's  prophylactic  requirements. 

In  several  areas  of  activity  against  tuber- 
culosis, the  Public  Health  Service  is  helping 
North  Carolina  liberally  in  meeting  prob- 
lems by  providing  additional  personnel  to 
selected  local  and  district  health  depart- 
ments. Among  the  additional  personnel  are 
public  health  nurses  and  investigators,  lab- 
oratory and  x-ray  technicians,  clerical  help, 
and  others.  To  date  the  program  has  con- 
tinued for  at  least  one  year  in  21  counties 
which  have  provided  more  than  half  of  the 
new  active  cases  per  year  in  the  state.  Re- 
sults have  been  gratifying  in  stimulating 
examinations  and  surveillance  of  suspects 
and  contacts,  and  in  furthering  regular  in- 
take of  drug  by  patients  at  home. 
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Table   2 
High  Risk  Groups 

Contacts  of  patients  with  active  tuberculosis 

Persons  with  inactive  disease— recovered  five  years  or 

less 
Admissions  to  general  hospitals 
Prisoners,    slum-dwellers,    migrant    workers,    persons 

living  in  areas  with  poor  health  services 
Persons  in  low  subsistence  areas 
Persons  in  areas  with  high  incidence  of  tuberculosis 
Tuberculin  reactors  among  the  very  young,  diabetics, 

silicotics,  and  patients  under  steroid  therapy 
Negroes,  Indians,  "Mexicans" 
Elderly  males 

The  above  groups  of  the  population  are  considered  "high- 
risks"  with  regard  to  contracting  active  tuberculosis.  These 
people  need  active,  "protective"  medical  surveillance  as 
described  more  fully  in  the  text.  (Data  corresponds  to 
those  used  frequently  by  public  and  voluntary  health 
groups.) 

Taking  the  Measure  of  TB: 
High  Risk  Groups 

We  have  long  measured  the  problem  of 
tuberculosis  by  the  number  of  deaths  it 
produces.  Vastly  improved  treatment  has 
reduced  the  death  rate,  and  as  stated  above, 
the  tendency  has  been  to  lose  interest  in 
the  disease.  Now,  however,  attention  needs 
to  be  paid  to  the  new  active  case,  with  em- 
phasis on  morbidity  rather  than  mortality. 
This,  again,  alerts  us  to  the  possibility  of 
lurking  disease.  Our  batting  average  in  diag- 
nosis rises  in  proportion  to  our  suspicion 
that  a  given  patient  may  have  the  disease. 

But  how  are  these  new  cases  to  be  found? 
Table  2  lists  a  number  of  special  risk  people, 
attention  to  whom  will  aid  greatly  in  detect- 
ing the  harvest  of  new  cases  and  treating 
them  in  the  early  stages.  The  zeal  with 
which  we  assay  those  coming  in  contact  with 
an  active  case  will  go  a  long  way  toward  ob- 
taining an  early  diagnosis  as  well  as  protect- 
ing other  members  of  the  family.  Very 
properly,  in  this  group  the  local  health  di- 
rector can  be  of  great  aid  in  tuberculin-test- 
ing, making  x-ray  studies,  examining 
sputum,  and  following  cases.  By  his  philos- 
ophy he  stands  ready  to  help  the  physi- 
cian in  such  matters,  because  the  community 
is  his  patient. 

Children 

If  a  child  under  4  or  5  years  of  age  is  ex- 
posed to  tuberculosis  and  reacts  to  tuber- 
culin,   chemotherapy    is    mandatory.    Those 


of  us  who  recall  the  days  before  chemo- 
therapy will  remember  how  relatively  often 
such  a  child  contracted  tuberculous  meningi- 
tis or  disseminated  miliary  disease.  This  risk 
is  still  present,  although  the  occasion  is  for- 
tunately much  less  common ;  but  the  danger 
of  serious  disease  in  these  tots  makes  drug 
therapy  an  utter  necessity. 

Many  physicians  prescribe  INH  for  all 
exposed  young  children,  irrespective  of  their 
response  to  tuberculin,  and  at  times  con- 
tinue to  do  so  as  long  as  they  are  exposed 
to  an  active  case.  Data  show,  however,  that 
tuberculous  patients  vary  considerably  in 
the  time  required  for  the  sputum  to  become 
free  of  bacilli  after  chemotherapy  begins, 
so  it  would  appear  wiser  to  break  contact 
and  retest  in  four  to  eight  weeks  those  chil- 
dren who  were  nonreactive  at  the  time  of 
separation.  Those  who  react  to  the  second 
test  should  immediately  become  candidates 
for  INH.  Children  who  are  negative  at  that 
time  may  reasonably  be  considered  as  having 
escaped  infection  from  that  exposure,  but 
when  the  patient  and  the  family  renew  noi-- 
mal  relationships,  there  is  need  for  an  an- 
nual tuberculin  test  of  the  nonreactors  and  an 
annual  x-ray  examination  of  the  reactors 
with  whatever  periodic  follow-up  may  be 
designed  for  the  index  or  source  case. 
Arrested  cases 

We  all  know  that  people  who  have  had 
tuberculosis  are  subject  to  relapse.  This  is 
especially  true  of  those  surviving  their  dis- 
ease without  benefit  of  chemotherapy.  Re- 
lapse is  more  likely  to  occur  within  the  first 
five  years  after  recovery  from  an  active 
case  than  later,  although  it  can  develop  after 
many  years.  Also,  among  those  who  have  had 
drug  therapy  and  have  continued  it  faith- 
fully for  months  and  even  years,  an  occas- 
ional relapse  will  occur. 

Admissions  to  general  Jiospitals 

The  ill  who  seek  help  from  the  physician 
or  the  hospital  present  a  larger  incidence  of 
tuberculosis  than  do  the  rank  and  file ;  there- 
fore, chest  x-ray  of  patients  admitted  to  gen- 
eral hospitals  will  uncover  a  considerable 
number  of  cases.  As  an  extra  dividend,  ad- 
mission x-rays  yield  unsuspected  cases  of 
diseases   of  the   heart,   lungs,   and   thoracic 
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vessels  as  well  other  chest  diseases  in  num- 
bers sometimes  10  to  15  times  greater  than 
those  in  the  population  at  large.  And  as 
we  know,  routine  admission  x-ray  examina- 
tion has  revealed  many  cases  of  cancer  of 
the  lung.  If  the  "minifilm"  is  used,  this  policy 
can  be  followed  without  exorbitant  expense, 
and  actually  results  in  more  calls  on  the 
family  doctor,  the  internist,  and  the 
radiologist. 

Critical  areas 

The  next  several  items  in  Table  2  are  com- 
paratively self-explanatory.  Prisoner,  slum- 
dwellers,  migrant  workers,  people  living  in 
low-subsistence  areas  or  areas  with  poor 
health  services  have  a  much  higher  incidence 
of  tuberculosis  than  the  general  population. 

People  living  in  high  incidence  areas,  es- 
pecially the  very  young :  the  diabetics,  who 
are  proverbially  more  susceptible  to  tuber- 
culosis than  average;  silicotics,  to  whom 
tuberculosis  attaches  itself  readily ;  and  those 
under  steroid  therapy — all  these  challenge 
medical  attention.  Many  will  remember  the 
near-epidemic  proportions  reached  when 
steroid  drugs  came  into  use.  Time  and  again 
the  physician  encountered  patients  with 
chronic  arthritis  or  some  other  disease  to 
whom  steroid  therapy  had  brought  com- 
fort, and  noted  numbers  who  acquired  the 
stigmata  of  tuberculosis.  As  we  know,  this 
sequence  appears  to  result  from  the  well 
known  tendency  of  steroids  to  resolve  in- 
flammation, and  perhaps  scar  tissue  to  some 
extent,  and  thus  to  loosen  bacilli  from 
the  lesion.  So  any  person  on  steroid  therapy 
who  has  had  tuberculosis  or  who  reacts  to 
tuberculin  should  receive  at  least  a  coui'se 
of  INH  during  steroid  therapy  and  for  a 
few  weeks  after  it  is  discontinued. 

Race,  sex.  and  age 

Nonwhite  peoples  have  an  increased  sus- 
ceptibility to  tuberculosis,  and  males  45 
years  of  age  and  older  are  far  more  likely 
to  develop  the  disease  than  are  females  of 
the  same  age  group.  So,  in  the  minds  of  alert 
practicing  physicians,  the  elderly  male  is 
always  a  TB  suspect  when  he  comes  seeking 
medical  care. 


Patient  Care — In  Hospital  or  Home 
Our  first  objective  in  every  diagnosed  case 
of  tuberculosis  is  the  prompt  establishment 
of  consistent  therapy.  This  is  not  the  time  or 
the  occasion  for  therapeutic  particulars, 
but  we  can  say  that  properly  administered 
chemotherapy  may  lead  to  recovery  in  90% 
or  even  95' »    of  patients  with  the  disease. 

A  moot  question  in  this  field  centers  upon 
the  issue  of  hospital  versus  home  treatment. 
In  certain  homes — about  one  in  ten  accord- 
ing to  completed  studies — the  tuberculosis 
patient  may  remain  at  home  with  safety  to 
himself  and  his  family.  Such  homes  have 
to  meet  certain  requirements  with  regard  to 
isolation,  sanitation,  ventilation,  and  medi- 
cal and  dietary  competence.  To  keep  the 
medically  indigent  tuberculous  patient  in  his 
home  under  therapy  for  the  necessary  weeks 
and  rarely  even  months  for  him  to  be- 
come free  of  infection  will  breed  a  number 
of  new  cases  and  infect  an  unknown  number 
of  people,  although  fewer  than  was  the  case 
before  the  coming  of  drug  treatment. 

In  one  North  Carolina  study  the  homes 
of  12  consecutively  diagnosed  patients  in 
one  year,  in  a  county  of  80,000  population, 
underwent  moderate  scrutiny.  Of  these,  only 
one  had  adequate  sanitary  facilities  for  the 
treatment  of  infectious  disease.  In  keeping 
with  general  experience,  11  of  the  patients 
were  indigent.  In  these  11  homes,  67  people 
lived  in  a  total  of  58  rooms,  including  the 
kitchen.  Five  of  the  homes  were  without  run- 
ning water  or  any  sanitary  arrangement 
such  as  is  required  in  caring  for  patients 
with  an  infectious  disease;  some  even  lacked 
a  privy.  Four  had  running  water  in  the  kit- 
chen only,  and  only  three  had  a  bath  or  half- 
bath.  In  one  house  of  4  rooms,  10  people 
lived  with  no  sanitary  facilities  whatever. 
And  in  one  house  of  7  rooms,  13  people  lived 
in  a  situation  devoid  of  any  established  sani- 
tary arrangement.  These  figures  in  no  sense 
represent  a  statistical  study  but  they  do 
stand  as  facts  in  everyday  life  that  can  be 
duplicated  repeatedly  among  patients  with 
tuberculosis.  As  we  well  know,  the  disease 
shows  a  much  greater  tendency  to  develop 
among  the  underprivileged  and  poor  than 
the  opulent. 
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Traditionally,  North  Carolina  physicians 
have  predominantly  referred  their  patients 
to  the  sanatoriums  promptly  on  dia^osis, 
and  often  for  that  purpose.  Chemotherapy 
has  greatly  shortened  the  hospital  stay  for 
tuberculosis,  but  certain  features  associated 
with  it  suggest  strongly  that  treatment  be 
begun  in  a  hospital.  Not  only  does  hospitali- 
zation break  family  contact,  but  it  allows 
a  closer  look  into  the  clinical  situation  and 
provides  an  opportunity  for  the  doctor  to 
learn  something  of  the  patient's  emotional 
responses  and  thus  helps  in  the  manage- 
ment when  he  returns  home  to  continue 
treatment.  It  tides  the  patient  over  the 
period  in  which  drug  toxicity,  if  it  develops, 
is  most  likely  to  do  so — namely,  within  a 
few  weeks  after  drug  therapy  begins.  For- 
tunately, such  reactions  appear  much  less 
often  than  was  formerly  the  case.  Hospital 
care  furthermore  offers  the  patient  an  op- 
portunity to  "get  acquainted"  with  his  ill- 
ness and  to  learn  something  about  the  neces- 
sary precautions  to  take  with  an  infectious 
disease. 

On  an  average  a  TB  patient  spends  from 
four  to  six  months  in  the  hospital,  but  some 
are  ready  for  discharge  after  two  or  three 
months,  and  a  good  many  more  at  four  and 
five  months.  In  a  few  cases  the  disease  is 
refractory  and  the  patient  continues  to  dis- 
charge bacilli.  Return  home  in  this  circum- 
stance is,  of  couse,  extremely  ill-advised.  As 
he  reaches  and  maintains  a  negative  state, 
the  patient  may  safely  return  home  for  con- 
tinuing care  by  his  family  doctor  and  local 
health  depai'tment.  Some  must  be  kept  longer 
for  want  of  a  place  to  go,  a  problem  that 
falls  naturally  in  the  province  of  the  social 
worker  and  calls  for  cooperative  efforts  be- 
tween welfare  and  health  workers.  It  is  sur- 
prising, however,  how  many  patients  may 
safely  return  to  work  even  while  technically 
active,  provided  thej'  continue  to  hold 
faithfully  and  regularly  to  their  intake  of 
drugs.  If  a  patient  cannot  be  depended  upon 
to  hold  scrupulously  to  chemotherapeutic 
schedules,  he  should  remain  isolated  longer — 
which  nearly  always  means  a  longer  stay 
in  the  hospital. 

The  care  of  the  TB  patient  thus  involves 


consideration  of  his  own  health  and  that  of 
his  family  and  community.  Circumstances 
may  arise  which  will  justify  making  an  ex- 
ception to  the  rule-of -thumb  that  contact 
should  be  broken  in  every  situation.  One 
would  very  rarely  make  exception  in  any 
home  with  children,  for  it  is  rare  indeed  to 
find  a  home  in  which  the  youngsters  would 
not  break  the  safety  barriers  in  the  ordinary 
course  of  their  normal,  inquisitive  activities. 

All  of  us  have  seen  people  with  emotional 
problems  who  do  badly  if  their  environ- 
ment is  changed.  They  become  immediate 
misfits  in  the  hospital  and  endanger  their 
own  prognosis  and  that  of  fellow  patients. 
Whenever  possible,  intelligent  home  arrange- 
ments should  be  contrived  looking  toward 
adequate  isolation. 

Then  the  humane  aspects  must  be  con- 
sidered, as  when  the  case  involves  separating 
very  elderly  people  who  have  been  together 
for  many  years,  their  children  long  since 
gone.  As  someone  has  aptly  put  it,  "Where- 
as these  two  can  get  along  well  together,  they 
become  lost  when  separated. "^  A  situation 
of  this  sort  challenges  us  to  seek  a  safe  com- 
promise at  home. 

Home  treatment  requires  the  presence  in 
the  household  of  someone  with  an  adaptable 
personality,  intelligence,  and  a  working 
knowledge  of  the  do's  and  dont's  required  to 
maintain  safety  and  assure  a  regular  intake 
of  drugs.  This  is  true  because  the  mere  pos- 
session of  a  house  with  an  adequate  layout 
may  have  little  connection  with  its  proper 
use.  And  keeping  the  patient  at  home  im- 
plies the  availability  of  public  nursing  sur- 
veillance, if  desired. 

The  Chest  Clinic 

Finally,  great  changes  have  taken  place 
during  the  last  decade  in  local  and  district 
health  departments  through  the  establish- 
ment of  chest  clinics.  The  main  reasons  for 
this  are  two:  (1)  Effective  chemotherapy 
has  led  to  shortening  of  the  hospital  stay 
for  tuberculosis  and  thus  to  a  great  increase 
in  the  need  for  ambulatory  care;  (2)  many 
people  live  now  who  would  have  succumbed 
without  the  use  of  drugs.  This  means  that 
large  numbers  of  long-temi  expatients  and 
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patients  still  under  active  drug  treatment 
require  outpatient  attention. 

In  77  of  the  100  counties  in  this  state, 
such  specialty  clinics  are  in  operation,  and 
cooperative  arrangements  extend  these  ser- 
vices to  the  entire  state.  Consultants  in  the 
clinics  are  distributed  as  follows :  In  8. 
local  internists  act  in  this  capicity ;  in  4, 
staff  members  of  the  State  Health  De- 
partment; and  in  65.  staff  members  of 
the  North  Carolina  Sanatorium  System  so 
serve.  The  clinic  meets  a  tremendous  need 
because  the  recovered  patient  still  harbors 
his  nidus  of  infection,  and  good  care  in  the 
clinic  grows  in  importance. 

Basic  components  in  the  clinic  operation 
are  as  follows : 

1.  It  operates  at  the  headquarters  of  the 
local  health  department. 

2.  It  is  held  regularly  on  a  firm  schedule. 

3.  Patients  are  seen  by  appointment. 
When  former  sanatorium  patients  in 
the  community  are  scheduled  for  ap- 
pointment and  the  consultant  is  from 
the  sanatorium  where  the  patient  re- 
ceived treatment,  the  health  depart- 
ment usually  advises  the  consultant, 
who  brings  a  record  and  selected  x-ray 
films  taken  during  the  patient's  hos- 
pitalization for  comparison  with  the 
current  situation. 

4.  Clinic  operations — appointments,  fol- 
low-up services,  etc.,  always  remain 
the  responsibility  of  the  Health  Direc- 
tor. On  chest  clinic  days,  however,  the 
consultant  assumes  full  clinical  au- 
thority for  diagnosis  and  therapeutic 
recommendations,  but  obviously  not 
for  continuing  therapy,  which  is  the 
responsibility  of  the  family  physician 
or,  for  the  patient  lacking  a  doctor, 
the  Health  Director. 

5.  Personnel — especially  public  health 
nurses,  technicians,  and  secretaries — 
must  be  at  par,  and  this  principle 
holds  likewise  for  equipment  adequate 
to  meet  the  needs. 

6.  Laboratory  services  must  be  avail- 
able locally  or  readily  accessible 
through  the  laboratories  of  the  State 


Department  of  Health.  These  services 
include  such  tests  as  direct  smear,  cul- 
ture, classification  of  bacilli — Mijobac- 
teriiim  tuberculosis,  the  atypical  bacilli 
of  several  types.  If  determination  is 
not  forthcoming  from  these  studies, 
specimens  are  sent  to  the  Commun- 
icable Disease  Center  of  the  Public 
Health  Service  at  Atlanta. 

The  consultants'  recommendations  go  to 
the  family  physician  and  the  health  direc- 
tor. Each  of  these  persons  needs  especially 
to  be  alert  to  the  patient's  dependability  in 
taking  his  drugs  faithfully  lest  irregularity 
lead  to  drug  resistance. 

Civile  results 

The  1965  record  of  these  clinics  shows 
approximately  15,000  visits  by  patients  who 
(1)  had  been  referred  by  the  family  phy- 
sician; (2)  had  no  physician  and  had  ap- 
plied directly;  (3)  were  former  sanatorium 
patients  living  in  the  area  but  without  a 
family  physician.  During  this  year  of  opera- 
tion the  clinic  yielded  555  new  active  cases 
of  tuberculosis ;  8,250  patients  with  recently 
active  but  now  inactive  tuberculosis  in  need 
of  follow-up ;  roughly  3,500  patients  with 
respiratory  disease  other  than  tuberculosis ; 
and  approximately  2,500  who  were  without 
active  disease,  including  contacts.  In  the 
clinics  and  the  health  departments,  the 
health  director  accepts  patients  having  a 
family  doctor  only  on  the  doctor's  advice  or 
request. 

By  this  coordinated  scheme  patients  often 
return  home  to  their  family  physician,  and 
sometimes  to  work,  while  still  technically 
in  an  active  stage  of  disease.  Relapse  is  un- 
common among  them  and,  with  good  super- 
vision and  fi'equent  examination,  changes 
are  found  early  if  relapse  does  occur.  Thus 
the  internist,  family  physician,  health  di- 
rector, and  sanatorium  physician  become 
partners  in  an  adventure  aimed  at  the  re- 
storation of  health  to  large  numbers  of 
people. 
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Routine    Circumcision?    Recent    Trends    and    Concepts 

RoscoE  L.  Wall,  Jr.,  M.D. 


Circumcision  is  the  oldest  and  most  fre- 
quently performed  of  all  surgical  procedures. 
It  is  also  the  most  controversial.  In  the 
literature,  the  controversy  began  with  the 
Holy  Bible  and  is  still  unresolved  today. 

In  the  beg'inning  "God  created  man  in  his 
own  image," ^  yet  he  instructed  Abraham  that 
"every  man  child  among  you  shall  be  cir- 
cumcised."- Likewise  today,  one  author 
states  that  "98  times  out  of  100  there  is  no 
valid  indication  for  this  mutilation  other 
than  religion,"  while  concurrently  a  leading 
editor  of  obstetric  literature  concludes  that 
"the  case  for  routine  circumcision  is  unas- 
sailable."'' 

The  purpose  of  this  presentation  is  to 
compare  present  trends  and  concepts  regard- 
ing routine  circumcision  as  found  in  the 
recent  literature  with  a  survey  of  local  opin- 
ion, in  an  attempt  to  formulate  constructive 
conclusions. 

Countless  contributions  to  the  literature 
attest  to  the  transformation  of  circumcision 
from  a  religious  rite  to  a  routine  medical 
procedure.  As  a  religious  ceremony,  circum- 
cision requires  neither  medical  nor  social 
justification,  and  data  dealing  with  its  re- 
ligious or  ritualistic  significance  is  beyond 
the  scope  of  this  paper.  Excellent  reviews 
are  available  to  those  interested.'"  It  must 
be  recognized,  however,  that  the  accumu- 
lated historical  data  contributed  greatly  to 
the  beginning  of  modern  medical  literature 
as  circumcision  became  more  widespread, 
especially  in  the  Western  Hemisphere. 

At  the  turn  of  the  present  century  a  few- 
authors  began  to  champion  the  cause  of  non- 
ceremonial  circumcision."''  In  spite  of  their 
growing  numbers,  however,  there  was  a 
surprising  scarcity  of  significant  medical 
data,  even  in  textbooks,  until  two  decades 
ago.  At  that  time  excellent  appraisals  were 
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made  by  Gairdner  in  1949,''  Hovsepian  in 
1951,''  and  Speert  in  1953.i"  Since  then,  a 
growing  number  of  valuable  publications 
have  appeared.  Unusual  titles  such  as  "The 
Fate  of  the  Foreskin""  and  "The  Rape  of  the 
Phallus"''  might  now  be  supplemented  by 
"Are  We  Reaping  or  Raping  the  Penis?" 
Although  the  controversy  persists,  recent 
publications  reflect  certain  concepts  and 
trends  relative  to  the  incidence,  advantages, 
and  disadvantages  of  the  procedure,  and 
recent  improvements  in  technique. 

Incidence 

The  incidence  of  circumcision  performed 
for  all  causes  varies  considerably  among  dif- 
ferent countries,  religious  and  racial  groups, 
and  socioeconomic  levels.  Elective  or  routine 
circumcision  has  become  more  widespread  in 
the  United  States  than  in  other  countries.  In 
the  fifties  the  incidence  of  routine  circum- 
cision varied  from  about  60'<<  to  as  high  as 
97' c,  and  is  probably  still  rising.  Generally, 
the  rate  is  higher  among  private  patients 
than  service  patients. 

Advantages 

Prevention  of  genital  cancer 

The  recent  literature  contains  convincing 
evidence  that  routine  circumcision  reduces 
the  risk  of  cancer  in  both  the  male  and  the 
female  genital  tracts. 

The  virtual  absence  of  penile  carcinoma  in 
Jews  has  been  well  established.  Speert's  ex- 
cellent paper  in  1953'"  presented  strong  evi- 
dence that  deaths  from  penile  cancer  are 
preventable  by  neonatal  circumcision.  A  re- 
cent claim  that  "cancer  of  the  penis  is  a 
rare  disease"-'  is  refuted,  however,  by  studies 
citing  more  than  200  deaths  yearly  from  this 
disease  in  England  and  about  300  in  the 
United  States.''  Two  factors  that  have  been 
stressed  as  affecting  the  prophylactic  value 
of  circumcision  against  penile  cancer  are 
( 1 )  the  thoroughness  or  completeness  of  the 
procedure,   and    (2)    its   timing    (ideally   it 
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should  be  done  no  later  than  the  neonatal 
period)  .'-' 

Recently,  the  prostate  has  been  mentioned 
as  another  location  in  which  circumcision 
holds  promise  in  cancer  prevention.''' 

Prevention  of  genital  cancer  by  routine 
circumcision  in  the  female  is  not  as  well 
defined  as  in  the  male.  However,  the  low  in- 
cidence of  cervical  cancer  in  Jewish  women 
is  well  known, '^  and  recent  data  show  con- 
siderable reduction  of  cervical  and  fundal 
cancer  in  the  wives  of  circumcised  hus- 
bands.'-' 

Correction  of  phimosis 

To  consider  phimosis  as  an  indication  for 
circumcision  in  the  newborn  requires  a  defi- 
nition of  terms.  In  his  excellent  paper,  "The 
Fate  of  the  Foreskin,"  Gairdner"  dis- 
tinguishes between  physiologic  phimosis, 
which  occurs  in  96 '/r  of  all  newborns,  and 
patholofiic  phimosis,  which  remains  in  only 
10' V  of  all  males  at  3  years  of  age.  To  fore- 
tell this  10%  incidence  at  birth  would  seem 
possible  only  to  experienced  and  observant 
pediatricians.  Therefore,  many  advocate 
neonatal  circumcision  as  a  justified  minor 
procedure  in  preference  to  waiting  three  or 
more  years  for  pathologic  phimosis  to  be- 
come evident,  then  committing  the  older 
male  child  to  a  much  more  formidable  pro- 
cedure, fraught  with  anesthetic  and  surgical 
risks  as  well  as  a  considerable  degree  of  pain 
and  psychic  trauma.  Practical  proof  of  these 
points  would  be  the  likely  response  of  any 
male  unfortunate  enough  to  remember  his 
circumcision. 

Others 

Penile  hygiene:  The  advantage  of  better 
penile  hygiene  as  a  result  of  circumcision, 
especially  in  warm  climates  and  among  the 
lower  socioeconomic  groups,  certainly  merits 
consideration.  The  reduction  of  inflamma- 
tory and  venereal  diseases  by  better  hygiene 
is  also  postulated,  but  demands  more  clin- 
ical and  scientific  evidence. 

Improved  personal  habits:  Several  writers 
have  claimed  that  masturbation  and  noc- 
turnal enuresis  are  reduced  in  circumcised 
males.  Again,  however,  more  evidence  re- 
garding  the    true    etiology   of   these    condi- 


tions and  their  relation  to  the  foreskin  is 
needed   to   substantiate   these   claims. 

Psychiatric  and  sexual  assets:  The  im- 
provement of  fertile  sexuality,  enhancement 
of  body  image  as  a  status  symbol,  prolonged 
coitus  for  the  additional  pleasure  of  both 
spouses,  and  other  psychosexual  benefits 
have  been  presented  as  indications  for,  or 
advantages  of,  early  circumcision.  It  would 
seem,  however,  that  these  psychiatric  im- 
plications demand  further  evaluation. 

Parental  satisfactio)i:  Many  parents  want 
routine  circumcision  of  their  newborn  for 
a  variety  of  reasons  involving  a  lack  of  ob- 
jective information  and  proper  guidance. 
The  need  for  further  parental  indoctrination 
is  obvious. 

Disadvantages 
Complications 

Foremost  among  the  disadvantages  of  cir- 
cumcision are  the  complications  inherent  in 
any  minor  surgical  procedure.  These  fall  into 
three  categories :  hemorrhage,  infection,  and 
surgical  trauma.  The  recent  literature  cites 
a  wide  variance  in  the  incidence  of  these 
complications,  ranging  from  zero  to  55%.'- 
The  latter  incidence  was  found  in  a  compara- 
tively small,  consecutive  series  of  100  cir- 
cumcisions in  which  only  25  were  performed 
under  sterile  conditions.  The  complications 
noted  included  35  cases  of  mild  to  moderate 
bleeding,  8  cases  of  mild  infection  with  1  of 
severe  infection  that  occurred  following  dis- 
charge from  the  hospital,  31  cases  of  meatai 
ulcer,  and  8  cases  of  meatai  stricture.  A  dis- 
tinguished critic  of  the  article  commented : 
"Why  the  author  had  so  many  complications 
in  his  small  series  is  difficult  to  understand. 
In  many  thousands  performed  at  the  Johns 
Hopkins  Hospital  with  the  Yellen  Clamp,  I 
can  recall  no  complications  of  any  moment." 

Other  recent  publications,  embracing 
large  numbers  of  cases,  report  a  low  inci- 
dence of  complications.  In  1949  Gairdner** 
reported  that  England  experienced  16  deaths 
from  90,000  circumcisions  performed  on  pa- 
tients under  5  years  of  age.  In  1951  Hovse- 
pian"  reported  1,878  cases  in  which  there 
were  no  deaths,  3  cases  of  bleeding  requiring 
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sutures,  no  cases  of  infection,  and  no  per- 
manent structural  damage.  In  1953  Speert^" 
presented  a  series  of  more  than  10,000  rou- 
tine circumcisions  involving  no  deaths  and 
only  6  complications :  4  instances  of  bleed- 
ing, 1  of  infection,  and  1  of  surgical  trauma 
caused  by  an  intern  performing  his  first 
circumcision.  Speert  also  elaborated  on  more 
than  half  a  million  circumcisions  performed 
in  New  York  City  from  1939  to  1951.  Only 
one  death  occurred,  and  that  followed  cir- 
cumcision performed  in  the  home  by  a  non- 
certified  mohel.  Miller  and  Snyder^'  I'eported 
24,000  immediate  circumcisions  without  any 
serious  mishap. 

From  the  foregoing  data,  it  seems  evident 
that  when  routine  circumcision  is  performed 
under  the  proper  conditions  and  by  well 
trained  personnel,  risk  of  the  surgical  com- 
plications of  any  consequence  is  small. 

Reduction  of  sexual  satisfaction 

Another  recent  author  maintains  that  cir- 
cumcision causes  a  diminution  of  "pleasur- 
able sensations"  controlled  by  "specific  re- 
ceptors," and  that  "removal  of  the  prepuce 
exposes  the  glans  to  foreign  stimulants 
which  dull  these  special  receptors."^  How- 
ever, properly  controlled  studies  for  con- 
clusive evaluation  of  these  postulations  is 
not  likely. 

Recent  Improvements 
With  a  progressively  higher  frequency  of 
routine  circumcisions  and  increasing  evi- 
dence that  they  are  justified,  several  aspects 
wari'ant  consideration  to  further  justify  and 
improve  the  management  of  today's  most 
commonly  performed  procedure.  These  as- 
pects, as  appraised  from  the  recent  litera- 
ture, are  presented  in  terms  of  the  optimal 
time  for  the  operation  and  the  methods  to  be 
used. 

Time  factor 

If  routine  or  elective  circumcision  is  to  be 
performed,  a  prime  consideration  is  when  it 
can  be  done  most  advantageously.  Convinc- 
ing evidence  has  been  presented  against 
postponing  this  procedure  until  after  the 
neonatal  period. 

Initially,  the  preferred  time  for  neonatal 
circumcision  was  shortly  before  hospital  dis- 


charge. The  more  recent  literature,  however, 
reveals  a  progressive  tendency  to  recom- 
mend circumcision  immediately  after 
birth.''." 

Many  observers  feel  that  in  properly  se- 
lected cases,  immediate  circumcision  pre- 
sents several  advantages.  It  saves  time  for 
the  personnel  involved,  reduces  contamina- 
tion and  resultant  infection  to  a  minimum, 
and  aft'ords  longer  and  more  competent  post- 
operative care  by  hospital  personnel,  and 
almost  complete  healing  by  the  time  of  dis- 
charge from  the  hospital.  A  previously 
signed  permit  should  be  mandatory.  The  im- 
portance of  prophylactic  administration  of 
vitamin  K  is  stressed. 

Selection  for  immediate  circumcision  re- 
quires a  normal,  active  full-term  infant  with 
no  risk  from  maternal  diseases  such  as  co- 
agulation defects,  anemia,  infection,  dia- 
betes, and  Rh  sensitivity.  When  any  doubt 
exists,  the  procedure  should  be  postponed 
until  pediatric  permission  is  granted. 

Methods 

Methods  of  circumcision  are  considered  as 
ritual  or  surgical.  Aspects  of  the  former  are 
not  treated  in  this  presentation.  Interested 
readers  are  referred  to  Rosner's  excellent 
article'^  presenting  the  need  for  proper 
training  and  certification  of  mohalim. 

Surgical  methods  and  techniques  have 
progressed  considerably  during  the  past 
three  decades  with  the  development  of  spe- 
cific instruments.  These  developments  have 
eliminated  the  undesirable  features  of 
wound-healing  with  catgut;  have  improved 
healing  and  anatomic  results  by  allowing 
both  layers  of  the  prepuce  to  lie  and  heal 
in  direct,  adherent  apposition ;  and  have 
greatly  minimized  complications. 

Among  the  various  clamps  designed  for 
surgical  circumcision  of  the  newborn,  two 
have  apparently  emerged  as  the  most  ad- 
vantageous. One  that  has  stood  the  test  for 
more  than  three  decades  is  the  Gomco  Clamp, 
developed  by  Goldstein."'  The  other  is  a 
plastic,  bell-shaped  device.  Introduced  in  the 
United  States  by  Kariker  and  Smith,  these 
plastic  clamps  have  bemome  increasingly 
popular    in    England.^'    Comparatively,    the 
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Gomco  and  plastic  devices  possess  advan- 
tages and  disadvantages  beyond  the  scope 
of  this  paper.  They  are  about  equal  in  per- 
formance. 

Recent  Local  Trends  and  Concepts 

Records  of  the  North  Carolina  State 
Board  of  Health  reveal  no  deaths  directly 
attributed  to  circumcision  during  the  past 
five  years. 

A  survey  of  the  most  recent  circumcisions 
performed  in  the  North  Cai'olina  Baptist 
Hospital  was  conducted.  One  hundred  con- 
secutive cases  were  reviewed.  The  incidence 
of  elective  circumcision  was  85  7^  among 
private  cases  and  93 /i  among  service  cases, 
for  an  overall  incidence  of  94' t.  Immediate 
circumcision  was  performed  in  26' r  of  the 
private  and  85%  of  the  service  cases,  with 
an  over-all  incidence  of  51%.  The  remainder 
were  performed  later  but  before  discharge 
from  the  hospital.  The  plastic  device  was 
used  slightly  more  often  than  the  Gomco. 
Excepting  minimal  bleeding  in  one  service 
case,  no  complications  were  found. 

A  recent  poll  was  conducted  among  the 
faculty  members  of  the  Bowman  Gray  School 
of  Medicine  within  the  departments  of  pedia- 
trics, urology,  and  psychiatry.  The  attending 
physicians  in  these  departments  were  asked : 
"Do  you  favor  routine  circumcision  of  the 
newborn?"  The  pediatricians  were  equally 
divided  between  those  voting  yes  and  those 
voting  )to,  the  urologists  voted  yes  by  a  slight 
majority,  and  the  psychiatrists  were  non- 
committal. The  great  majority  of  the  pedia- 
tricians were  in  favor  of  immediate  circum- 
cision for  obvious  reasons,  and  a  substantial 
majority  favored  the  Gomco  over  the  Plasti- 
bell  method. 

Personal  interviews  wath  pediatricians 
and  nursery  personnel  revealed  a  few  in- 
stances of  minor  complications  resulting 
from  neonatal  circumcisions  during  the  past 
five  years,  but  during  this  time  no  compli- 
cations w^ere  coded  in  the  hospital  records. 
It  was  interesting  to  note  that  30';;  of  the 
circumcisions  performed  were  not  included 
on  the  discharge  summary  sheet  for  proper 
coding. 


Discussion 

Excluding  ritual  circumcision,  the  con- 
sideration of  circumcision  as  a  routine  medi- 
cal procedure  demands  certain  criteria. 
First,  it  should  be  justified  by  reasonable 
standards  accepted  by  those  involved. 
Second,  it  should  usually  be  confined  to  the 
neonatal  period,  preferably  from  the  time 
of  birth  until  hospital  discharge.  Third,  any 
candidate  considered  for  elective  circum- 
cision should  meet  the  minimal  requirements 
of  a  full-term,  normal,  active  male  newborn, 
with  no  risk  inherited  from  the  mother. 
Finally,  if  circumcision  is  accepted  and 
practiced  routinely,  it  demands  constant  ap- 
praisal in  an  effort  to  improve  it. 

Several  alleged  advantages  of  routine  cir- 
cumcision presented  in  the  literature  still 
elude  proof  and  demand  further  considera- 
tion. The  most  convincing  of  all  the  pro- 
posed advantages  is  the  prophylactic  value 
aaginst  genital  cancer,  especially  penile  car- 
cinoma. Apparently,  the  progressive  increase 
of  early  circumcision  has  resulted  in  a  con- 
current decrease  in  the  incidence  of  this 
lesion. '"''1  This  assumption  is  confirmed 
locally  by  recent  unpublished  data  compiled 
by  Doctors  Roger  Eidson  and  William  Mont- 
gomery in  cooperation  with  the  Bowman 
Gray  School  of  Medicine  and  the  North  Caro- 
lina Baptist  Hospital.  Their  recent  survey 
revealed  34  cases  of  penile  carcinoma  since 
1948.  Since  that  time  a  decreasing  incidence 
has  been  evident,  attributed  to  a  concurrent 
increase  in  early  circumcision,  with  its  pro- 
phylactic value  of  improved  penile  hygiene. 
This  advantage  should  be  afforded  especially 
to  the  lower  socioeconomic  groups,  among 
whom  there  is  less  satisfactory  penile  hy- 
giene, more  inflammatory  and  venereal  com- 
plications, and  more  carcinoma  of  the  geni- 
tal tract,  both  male  and  female. 

The  disadvantages  of  routine  circumcision 
are  apparently  becoming  less  significant,  ac- 
cording to  recent  surveys  of  the  literature 
and  local  practice.  Surgical  complica- 
tions have  been  reduced  to  a  minimum  by 
several  factors — notably,  improved  methods 
utilized  by  better  trained  personnel,  a  more 
careful  selection  of  candidates  for  neona- 
tal   circumcision,    and    better    postopei'ative 
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observation  and  care,  especially  when  the 
procedure  is  performed  immediately  follow- 
ing delivery.  However,  there  seems  to  be 
room  for  improvement. 

The  controversy  over  routine  circumcision 
continues ;  however,  a  previously  high  and 
presently  higher  incidence  implies  that  rou- 
tine circumcisions  have  indeed  become  al- 
most "I'outine."  The  assumption  that  "the 
practice"  is  here  to  stay"  demands  certain 
criteria  for  its  improvement.  Concepts  and 
trends  found  locally  and  in  the  literature 
suggest  the  adoption  of  the  following  stand- 
ards : 

1.  Better  training  and  education  for 
everyone  concerned.  This  should  include 
more  guidance  for  prospective  parents  to 
clarify  many  aspects  of  routine  circum- 
cision. Special  attention  should  be  given  to 
all  house  staff  personnel  as  well  as  mohalim 
by  demanding  more  training  and  supervis- 
ion. 

2.  Constant  diligence  to  reduce  compli- 
cations to  an  absolute  minimum.  The  attend- 
ing obstetrician  and  pediatrician  must  ad- 
here to  specific  criteria  for  the  selection  of 
cases  for  neonatal  circumcision,  both  im- 
mediate and  delayed.  The  former,  when 
warranted,  holds  many  advantages.  Scru- 
pulous application  of  asepsis,  together  with 
improved  methods  and  materials,  are  manda- 
tory to  minimize  blood  loss,  infection,  and 
trauma. 

3.  More  thorough  and  accurate  records. 
Routine  coding  of  all  neonatal  circumcisions 
as  to  time  and  method,  as  well  as  details 
of  all  complications,  is  essential  for  further 
evaluation. 

4.  A  more  objective  and  valid  selection 
of  the  proper  surgeon  to  perform  neonatal 
circumcisions.  Time  and  tradition  have  dic- 
tated almost  universally  that  all  circum- 
cisions be  performed  by  the  obstetrician. 
While  circumstances  make  him  the  logical 
choice  when  the  procedure  is  done  imme- 
diately after  delivery,  this  is  not  the  case 
when  circumcision  is  delayed.  The  subse- 
quent care  and  responsibility  for  the  new- 


born, the  decision  as  to  if  and  when  cir- 
cumcision is  advisable,  and  the  responsi- 
bility of  dealing  with  the  infant's  parents — 
all  fall  to  the  attending  pediatrician  and 
collectively  indicate  that  he  is  the  best  choice 
to  perform  delayed  circumcisions.  The  per- 
petual pediatric  reply,  "We  are  not  sur- 
geons," is  seemingly  unjustified,  when  pedia- 
tricians are  required  to  perform  such  tech- 
nical procedures  as  replacement  transfu- 
sions. 

Summary 

The  incidence,  advantages,  disadvantages, 
and  recent  improvements  involving  routine 
neonatal  circumcisions  are  presented,  follow- 
ing a  comparative  appraisal  of  the  recent 
literature  with  a  local  survey.  The  resulting 
concepts  and  trends,  their  constructive  con- 
clusions, and  related  recommendations  for 
improving  further  efforts  and  data  are  dis- 
cussed. 
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An  Outbreak  of  Meningococcal  Meningitis  in  North  Carolina 
Caused  by  Sulfonamide-Resistant  Neisseria  Meningitidis 

Peter  E.  Schrag,  M.D.,*  and  Fred  D.  Hamrick,  M.D.** 


Meningococcal  meningitis  is  perhaps  the 
most  dramatic  and  devastating  of  the  infec- 
tious diseases  which  are  still  commonly  seen 
in  North  Carolina.  Recently  it  has  become 
evident  that  meningococci  are  frequently  re- 
sistant to  sulfonamides.  One  third  of  all 
isolations  of  meningococci  in  the  United 
States  in  1966  which  were  available  for 
study  at  the  National  Communicable  Disease 
Center  in  Atlanta,  Georgia,  have  been  re- 
sistant to  these  drugs.'  Meningococci  have 
never  been  found  to  be  resistant  to  peni- 
cillin, but  unfortunately  penicillin  has  not 
been  effective  as  a  prophylactic  agent 
against  these  organisms.  For  unknown 
reasons  the  pretreatment  carrier  rate  is 
frequently  reestablished  after  a  prolonged 
course  of  penicillin.-  This  inability  to  rely  on 
sulfonamides  or  on  penicillin  for  prophylaxis 
makes  it  necessary  to  emphasize  again  the 
importance  of  more  conventional,  old-fash- 
ioned procedures  such  as  preventing  close 
contact  between  susceptible  persons  and 
known  cases,  giving  follow-up  care  to  the 
family,  and  reminding  people  that  anybody 
having  a  fever  should  be  promptly  seen  by 
a  physician  if  meningococcal  disease  has 
been  prevalent. 

This  report  is  to  document  an  outbreak  of 
meningococcemia  and  meningococcal  menin- 
gitis in  a  small  North  Carolina  town,  Fu- 
quay-Varina,  and  to  illustrate  the  problems 
this  disease  presents  in  rural  North  Carolina. 
The  outbreak  extended  over  a  two-month 
period  and  consisted  of  five  related  cases. 
The  close  association  of  cases  was  recognized 
when  the  second  child  became  ill,  but  three 
more  cases  occurred  in  the  following  three 
weeks  and  these  could  not  be  prevented.  Sul- 
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fonamide-resistant  Neisseria  meningitidis 
was  probably  responsible  for  all  five  cases 
and  was  proved  to  be  responsible  for  thi-ee 
of  them. 

Epidemiology 

The  first  patient,  B.H.,  was  a  playmate 
of  the  other  four  children  who  contracted 
meningococcal  meningitis.  He  became  ill  on 
Jan.  27,  1967.  The  other  four  patients,  a 
brother  and  sister  and  their  two  cousins, 
were  the  children  of  three  sets  of  parents. 
These  parents  have  11  young  children  who 
played  together  frequently.  The  cousins 
often  stayed  with  a  grandmother,  who  super- 
vised all  11  children  at  one  time. 

D.  S.  was  hospitalized  with  meningococcal 
meningitis  on  March  6.  At  that  time  a  naso- 
pharyngeal culture  from  his  father  grew  N. 
meningitidis.  The  father  was  and  has  re- 
mained well.  The  parents  and  three  siblings 
of  D.  S.  were  given  a  prophylactic  course  of 
sulfonamides  (0.5  gm  twice  daily  for  eight 
days)  and  a  second  course  beginning  on 
March  19  after  the  next  case  occurred. 

B.  L.,  the  next  cousin  to  become  ill,  was 
hospitalized  with  meningococcal  meningitis 
on  March  18.  His  parents  and  two  siblings 
were  given  sulfonamides  prophylactically  for 
eight  days,  and  no  additional  cases  occurred 
in  this  family.  On  March  23  G.  L.  was  given 
an  injection  of  Bicillin  for  tonsillitis  and  two 
days  later  was  hospitalized  with  probable 
meningococcal  meningitis.  He  had  received 
sulfonamide  prophylaxis  since  March  18. 
C.  S.,  the  sister  of  D.  S.,  was  hospitalized  on 
March  26  with  meningococcal  meningitis. 
Her  second  course  of  sulfonamide  prophy- 
laxis had  been  stopped  four  days  before  ad- 
mission. She  had  received  an  injection  of 
Bicillin  on  March  22.  One  day  before  ad- 
mission she  had  been  started  on  a  course  of 
ampicillin  for  maxillary  sinusitis. 

There  were  no  other  cases  in  this  family 
or  in  Fuquay-Varina  during  the  following 
months.    Nasopharyngeal    culturee    obtained 
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Meningococcal  Cases 
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or  Prophylaxis 
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or  at  Time  of 

Case 
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Admission 

Admission 

B.  H. 

8 

M 

Jan.  27 

None 

D.  S. 

4 

M 

March  6 

None 

B.  L. 

2 

M 

March  18 

None 

G.  L. 

2 

M 

March  23 

Bicillin  and 
sulfonamide 

C.  S. 

10 

F 

March  26 

sulfonamide 
two  courses 
Bicillin  and 
ampicillin 

from  the  11  children,  the  grandmother,  and 
several  of  the  parents  three  months  after 
the  final  case  were  negative  for  A',  menin- 
gitidis. The  age  and  sex  of  the  children  are 
shown  in  Table  1. 

Case  Reports 

Case  1:  On  the  day  prior  to  death  B.  H.  was  active 
and  apparently  in  good  health.  That  night  he  awoke, 
vomited  several  times,  and  in  the  morning  was  con- 
fused but  afebrile.  A  rash  appeared  on  his  forehead 
and  shoulders.  On  arrival  at  North  Carolina  Memorial 
Hospital  in  Chapel  Hill,  he  was  moribund.  He  expired 
several  hours  after  arrival  at  the  hospital  and  15  hours 
after  the  onset  of  symptoms.  The  postmortem  examina- 
tion revealed  widespread  purpuric  lesions  of  the  skin 
and  viscera.  The  lesions  were  foci  of  acute  vasculitis 
with  hemorrhage.  There  was  acute  meningitis,  and 
both  adrenal  glands  had  been  partially  destroyed  by 
hemorrhages.  Gram  stains  of  smears  from  skin  lesions 
and  spinal  fluid  revealed  intracytoplasmic  gram-nega- 
tive diplococci,  and  N.  meningitidis  was  cultured  from 
petechial  lesions,  spinal  fluid,  and  blood. 

Case  2:  Five  days  prior  to  admission  to  N.  C.  Me- 
morial Hospital  D.  S.  had  coryza.  One  day  before 
admission  he  had  a  sore  throat  and  later  that  day 
became  delirious.  He  vomited  several  times.  Several 
hours  before  admission  a  rash  and  nuchal  rigidity 
developed.  A  lumbar  puncture  revealed  1,100  white 
blood  cells,  907r  of  which  were  neutrophils.  N.  menin- 
gitidis was  cultured  from  the  spinal  fluid  and  blood. 
The  patient  was  treated  with  penicillin  and  Gan- 
trisin.  Clinical  improvement  occurred  in  the  next  few 
days,  and  11  days  after  admission  the  spinal  fluid 
examination  was  within  normal  limits. 

Case  3:  B.  L.  was  admitted  to  Wake  Memorial  Hos- 
pital in  Raleigh,  N.  C,  with  a  history  of  fever  and 
vomiting  for  the  previous  24  hours.  On  admission  the 
child  was  lethargic  and  febrile,  with  temperature 
ranging  to  104  F.  The  neck  was  stiff.  There  was  no 
rash.  Examination  of  the  spinal  fluid  revealed  4,400 
white  blood  cells,  90%  of  which  were  neutrophils.  Spinal 
fluid  cultures  were  positive  for  N.  meningitidis.  After 
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Table  2 

Sulfadiazine   Sensitivity   Tests 

Culture   (48  hours)      Minimal   Inhibitory   Concentration 

B.  H.  10  to  15  mg.  percent 
D.  S.  10  to  15  mg.  percent 
J.  S.  I  father  1                    10  to  15  mg.  percent 

C.  S.  5  to  10  mg.  percent 

treatment  with  chloramphenicol,  Gantrisin,  and  peni- 
cillin, the  child  recovered  uneventfully. 

Case  4:  G.  L.,  after  a  history  of  fever  for  two  days 
and  occasional  vomiting,  was  admitted  to  Wake  Me- 
morial Hospital.  On  admission  the  child  was  frail, 
drowsy,  and  febrile,  with  a  temperature  ranging  to 
103  F.  The  neck  was  supple,  but  there  was  definite 
pain  on  flexion  of  the  leg.  There  was  no  rash.  A  lum- 
bar puncture  showed  1,500  leukocytes,  98'~c  of  wnich 
were  neutrophils.  A  culture  of  the  spinal  fluid  for 
bacteria  was  negative.  The  child  responded  to  chloram- 
phenicol, Gantrisin.  and  penicillin  and  recovered  un- 
eventfully. 

Case  5:  C.  S.  began  to  have  fever  and  malaise  three 
days  prior  to  hospital  admission.  One  day  before  ad- 
mission, examination  of  the  spinal  fluid  was  within 
normal  limits.  Vomiting,  lethargy,  headache,  and  pe- 
techiae  developed  the  next  day.  and  she  was  admitted 
to  North  Carolina  Memorial  Hospital.  On  admission 
her  spinal  fluid  contained  2.800  neutrophils.  A  culture 
of  the  spinal  fluid  revealed  N.  meningitidis.  She  was 
treated  with  penicillin,  chloramphenicol,  and  Gantrisin 
and  improved.  The  spinal  fluid  examination  was  with- 
in normal  limits  ten  days  after  the  beginning  of 
therapy. 

Bactetiologic  studies 

At  North  CaroUna  Memorial  Hospital  postive  cul- 
tures were  tested  for  sulfadiazine  sensitivity  according 
to  the  method  described  at  the  Fourth  U.  S.  Army 
Medical  Laboratory,''  This  is  an  agar  dilution  tech- 
nique utilizing  a  standardized  inoculum  of  Neisseria. 

N.  meningitidis  was  cultured  in  all  three  cases  treated 
at  North  CaroUna  Memorial  Hospital,  and  was  iso- 
lated from  the  nasopharynx  of  J.  S.,  the  father  of 
D.  S.  and  C.  S.  Neisseria  were  all  group  B.  Results  of 
sulfonamide  sensitivity  tests  are  shown  in  Table  2. 
.AH  isolates  were  shown  to  be  resistant  to  sulfonamides. 

Of  the  two  patients  seen  at  Wake  Memorial  Hos- 
pital. N.  meningitidis  was  cultured  from  the  spinal 
fluid  of  B.  L.  The  organism  was  shown  to  be  sensitive 
to  sulfonamide  by  the  disk  method. 

Comment 

Feldman-'  suggests  that  meningococcal 
strains  resistant  to  1.0  mg  per  cent  sulfa- 
diazine be  considered  resistant,  that  those 
-strains  resistant  to  0.1  mg  percent  but  sen- 
sitive to  1.0  percent  be  considered  par- 
tially resistant,  and  that  those  sensi- 
tive to  0.1  percent  be  considered  sensitive. 
A   few   sulfonamide-resistant  meningococci, 
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usually  group  B  or  C,  have  been  present  for; 
many  years.--*  Sulfadiazine  resistance  is 
probably  not  a  new  trait  but  an  inherent 
characteristic  of  a  proportion  of  group  B 
organisms  and  to  a  lesser  extent  of  group  C 
organisms. -^'^  Meningococci  isolated  prior  to 
the  use  of  sulfonamides  have  subsequently 
been  shown  to  be  resistant,  and  their  resis- 
tance to  sulfonamides  increases  if  these  bac- 
teria are  exposed  to  increasingly  greater 
dosages  of  the  drugs.-  A  significant  number 
of  infections  with  the  sulfanomide-resistant 
strains  of  A'',  moiutgitidis  were  first  reported 
by  Millar  and  others''  at  the  U.  S.  Naval 
Training  Center  in  San  Diego,  Calif.  More 
recently,  sulfonamide-resistant  or  partially 
resistant  strains  have  been  cultured  from  in- 
fections in  both  military  and  civilian  popu- 
lations.i"-"'  Feldman  states  that  among 
civilian  strains  examined  in  his  laboratory 
during  1965  and  the  first  nine  months  of 
1966,  50%  were  resistant  to  1.0  mg  per  cent 
or  more  of  sulfadiazine.'' 

The  ineff'icacy  of  sulfadiazine  prophylaxis 
when  the  infecting  meningococci  are  sul- 
fonamide-resistant is  demonstrated  in  this 
epidemic.  One  of  the  five  children  had  been 
on  sulfonamide  prophylaxis  for  seven  days 
at  the  time  of  his  admission  to  the  hospital. 
Another  of  the  children  had  recently  been  on 
two  courses  of  sulfonamide  therapy,  had 
recently  I'eceived  an  injection  of  Bicillin,  and 
was  taking  ampicillin  the  day  before  admis- 
sion. 

The  ineffectiveness  of  Bicillin  as  a  prophy- 
lactic agent  against  meningococci  has 
been  previously  recognized  and  is  illus- 
trated in  two  of  our  five  patients.  The  doses 
that  are  employed  for  the  prevention  of 
streptococcal  infections  are  inadequate 
against  meningococci,  and  Bicillin  should  not 
be  used  in  this  manner. 

These  cases  illustrate  the  importance  of 
more  conventional  methods  of  care,  such  as 
follow-up  and  continuing  observation  of 
family  members,  prompt  medical  evaluation 
of  fevers,  careful  medical  attention,  and  iso- 


lation of  children  from  close  contact  with 
susceptible  persons. 

Simnuanj 
A  localized  civilian  outbreak  of  men- 
ingococcemia  and  meningococcal  meningitis 
is  reported.  All  strains  tested  were  group  B, 
and  all  tested  by  the  agar  dilution  method 
were  found  to  be  resistant  to  sulfadiazine. 
The  ineffectiveness  of  sulfonamide  prophy- 
laxis is  discussed. 
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Radioisotopes  in  Clinical  Medicine 

Liver  Scanning  (Part  I) 

C.  Douglas  Maynard,  M.D.* 

Liver  scanning  is  a  simple,  safe,  and  rela- 
tively accurate  procedure  that  provides  in- 
formation w^hich  cannot  be  obtained  by  any 
other  technique.  Since  its  introduction  by 
Stirret  and  his  associates'  in  1954,  it  has 
become  v^^idely  employed  to  demonstrate  liver 
size,  shape,  and  position  as  vi'ell  as  to  eval- 
uate intrahepatic  lesions  and  biliary  obstruc- 
tion. Liver  scanning  can  be  divided  into  tvi^o 
general  categories :  scanning  for  the  demon- 
stration of  anatomic  changes  (to  be  con- 
sidered in  this  article),  and  scanning  for  the 
evaluation  of  biliary  patency  (in  next 
month's  JOURNAL). 

Principle 

When  radioactive  colloids  or  microaggre- 
gated  human  serum  albumin  are  adminis- 
tered intravenously,  they  are  phagocytized 
by  the  reticuloendothelial  system  of  the 
liver.  These  particles  accumulate  rapidly  in 
the  Kupffer  cells  of  the  liver  and  remain 
there  long  enough  for  scintillation  scans  of 
their  distribution  to  be  obtained  (Fig.  1). 
Any  space-occupying  lesion  in  the  liver,  such 
as  a  metastatic  carcinoma  or  an  abscess  of 
sufficient  size  (lesions  greater  than  2  to  2.5 
cm  can  be  localized  with  instrumentation 
now  available)  will  present  as  a  "hole"  in  the 
liver. 

Radiopharmaceuticals 

A  large  number  of  radiopharmaceuticals 
are  currently  employed  in  liver  scanning. 
Colloidal  Au-198,  colloidal  or  microaggre- 
gated  human  serum  albumin  tagged  with 
1-131,  Tc-99m  sulphur  colloid  and  In-113m 
colloid  are  the  most  commonly  utilized  in 
scanning  for  the  demonstration  of  ana- 
tomic changes. 

Colloidal  Au-198  is  the  most  widely  em- 
ployed radiopharmaceutical,  particularly  in 
the  smaller  institutions  of  the  state.  It  is 
commercially  available  in  inexpensive  pre- 
calibrated  sterile  solutions,   has  a  satisfac- 
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Fig.  1.  Normal  anterior  liver  scan. 

tory  energy  for  scanning  (411  Kev),  and 
has  a  half-life  which  allows  for  reasonable 
shelf  storage  (2.7  days).  Since  colloidal 
Au-198  remains  in  the  liver  for  the  physical 
half-life  of  the  isotope,  radiation  to  the  liver 
is  higher  than  with  the  other  agents,  but  is 
still  within  acceptable  range.  Satisfactory 
scans  can  be  obtained  24  hours  after  admin- 
istration if  necessary. 

Like  colloidal  Au-198,  colloidal  or  microag- 
gregated  human  serum  albumin  tagged  with 
1-131  has  the  advantages  of  a  half-life  satis- 
factory for  storage  (8.1  days)  and  an  energy 
suitable  for  scanning  (364  Kev),  but  the 
radiopharmaceutical  does  not  remain  per- 
manently in  the  liver  since  proteolysis  occurs 
with  the  1-131  being  released  into  the  blood 
and  excreted.  This  reduces  the  radiation  ex- 
posure to  the  patient,  but  does  not  allow 
time  enough  to  obtain  multiple  views  of  the 
liver  with  conventional  scanning  equipment. 

Tc-99m  sulphur  colloid  is  also  widely  em- 
ployed. It  can  be  purchased  in  a  prepared 
form  in  a  sterile  precalibrated  solution  or 
can  be  compounded  locally,  utilizing  Tc-99m 
pertechnetate  obtained  from  a  Mo-99-Tc-99m 
generator.  The  short  physical  half-life  of 
Tc-99m  (6  hours)  reduces  patient  exposure 
and  allows  the  administration  of  larger 
amounts ;  this  improves  the  quality  of  the 
scan  as  well  as  decreases  the  time  required 
to  do  the  procedure.  Its  energy  (140  Kev)  is 
excellent  for  scanning.  Disadvantages  are 
the  expense  of  the  commercially  prepared 
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1 
Fig.  2.  Mass  in  the  riglit  upper  quadrant  is  outlined 
and    is    not    normal,    functioning    liver.    Tliis    proved 
to  be  a  carcinoma  of  tiie  head  of  the  pancreas. 

form  and  the  need  for  daily  compounding, 
radio-assaying,  and  sterilizing  the  locally 
prepared  colloid. 

Indiimi-113m  colloid  must  be  compounded 
daily  employing  Indium-113m  obtained  from 
an  Sn-113-In-113m  generator.  Because  of 
its  short  physical  half-life  (1.7  hours),  it 
also  can  be  given  in  larger  amounts  with 
less  radiation  to  the  patient,  resulting  in  ex- 
cellent scans  in  less  time. 

Preparation  of  the  Patient 

When  employing  colloidal  or  microaggre- 
gated  human  serum  albumin  tagged  with 
1-131,  Lugol's  solution  should  be  given  prior 
to  the  scan  to  block  the  thyroid  and  decrease 
the  radiation  to  this  organ.  With  the  other 
radiopharmaceuticals  no  preparation  is 
necessary. 

Procedwe 

At  the  North  Carolina  Baptist  Hospital 
we  have  employed  colloidal  Au-198,  Indium- 
113m  colloid,  and  microaggregates  of  human 
serum  albumin  tagged  with  1-131.  Fifteen 
to  30  minutes  following  the  intravenous  ad- 
ministration of  the  radiopharmaceutical, 
three  views  of  the  liver  are  obtained  (an- 
terior, right  lateral,  and  posterior)  employ- 
ing either  a  conventional  3-inch  rectilinear 
scanner  or  a  multicrystal  scanner  (Dyna- 
pix).  With  a  conventional  3-inch  scanner, 
30  to  45  minutes  is  required  for  a  view ;  with 
the  multicrystal  scanner,   5  to   10  minutes. 


In  all  instances,  appropriate  landmarks  are 
obtained  at  the  time  of  performing  the  scan 
because  the  exact  placement  of  abdominal 
masses,  rib  margins,  and  palpable  liver  is 
necessary  for  correct  interpretation.  In  a 
cases  the  available  abdominal  x-rays  are  cor- 
related with  the  scan. 

Clinical  Applications 

The  size,  shape,  and  position  of  the  liver 
can  readily  be  demonstrated  by  scintillation 
scanning.  Liver  size  can  be  confirmed  in 
cases  of  suspected  hepatomegaly  or  when 
obesity  or  ascites  prevents  adequate  clinical 
evaluation.  The  procedure  is  also  helpful  in 
the  evaluation  of  abdominal  masses  and  their 
relationship  to  the  liver  (Fig.  2). 

Diffuse  parenchymal  lesions  of  the  liver 
can  be  studied,  particularly  cinhosis  (Laen- 
nec's  and  post-necrotic),  fattij  infiltration, 
and  acute  and  subacute  hepatitis.  Cirrhosis 
presents  a  picture  of  decreased  concentration 
of  radioactivity  in  the  liver  with  increased 
uptake  in  the  bone  marrow  and  the  spleen, 
which  is  often  enlarged.  Although  the  pat- 
tern is  usually  diffuse,  large  areas  may  show 
no  uptake  and  can  be  misinterpreted  as  a 
concomitant  hepatoma.  Fatty  infiltration 
(Fig.  3)  as  well  as  acute  or  subacute  hepa- 
titis may  present  a  similar  picture. 


Fig.  3.  Scan  of  an  enlarged  liver  showing  a  diffusely 
inhomogeneous  uptake.  There  is  considerable  uptake 
in  the  reticuloendothelial  system  of  the  vertebral 
column  and  pelvis  as  well  as  in  an  enlarged  spleen. 
The  patient  had  fatty  infiltration  of  the  liver. 
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Fig.    4.   Multiple    "filling"    defects   in    the    liver   due 
to   metastatic   carcinoma   of  the   colon. 

Liver  scanning  is  an  excellent  procedure 
for  the  detection  of  focal  space-occupying 
lesions  such  as  hepatic  7netastasis,  primanj 
liver  tumors,  hematomas,  abscesses,  lympho- 
mas, and  cysts.  Scans  are  particularly  val- 
uable in  the  preoperative  evaluation  of  pa- 
tients vi'ith  malignant  diseases.  In  these 
cases,  the  scan  presents  a  pattern  of  multi- 
ple areas  of  diminished  activity,  usually  vary 
ing  in  size  (Fig.  4).  In  a  series  of  112  pa- 
tients with  proven  hepatic  metastasis,  Mc- 
Afee, et  al-  obtained  positive  scans  in  101 
cases.  This  is  probably  not  a  true  reflection 
of  the  percentage  of  false  negatives,  since 
the  size  of  the  metastatic  lesion  determines 
its  localization  and  early  small  lesions  may 
be  missed.  Serial  scans  are  also  useful  in  pa- 
tients with  hepatic  metastasis  for  re-evalua- 
tion following  radiotherapy  or  chemother- 
apy. 

Primary  hepatic  malignancies  are  readily 
visualized  by  scintillation  scanning,  and  Mc- 
Afee et  al-  were  successful  in  demonstrating 
20  of  22  such  lesions.  They  usually  present 
as  solitary  lesions  (Fig.  5),  often  super- 
imposed on  a  pattern  of  cirrhosis. 

The  scan  can  be  employed  to  identify  liver 


Fig.    5.    Solitary    defect    in    the    left    lobe    due    to    a 
primary   tumor  of  the  liver. 

abscesses  and  serve  as  a  guide  for  surgical 
drainage.  Repeat  scans  are  useful  after  anti- 
biotic therapy  or  surgical  intervention. 

The  scan  may  also  demonstrate  other  types 
of  space-occupying  lesions  such  as  hemato- 
mas, vascular  malformations,  cysts,  amyloif- 
masses,  postsurgical  defects,  and  injury 
from  radiation  therapy. 

Summary 

The  liver  scan  is  a  simple,  accurate  test 
with  low  morbidity  that  provides  informa- 
tion concerning  liver  anatomy  and  function 
which  cannot  be  obtained  by  any  other 
method.  It  demonstrates  the  size,  shape,  and 
position  of  the  liver  as  well  as  the  existence 
of  space-occupying  lesions.  It  is  particularly 
useful  in  the  preoperative  evaluation  of  me- 
tastatic disease,  primary  liver  tumors,  and 
abscesses. 

References 

1.  Stirret,  L.  A.,  Yulil,  E.  T.,  and  Cassen,  B.:  Clinical 
Applications  of  Hepatic  Radioactivity  Surveys,  .^mer 
J    Gastroenterol    21:310-317,    1954. 

2.  McAfee,  J.  G.,  Ause,  R.  G,,  and  Wagner.  H.  N.,  Jr.: 
Diagnostic  Value  of  Scintillation  Scanning  of  the 
Liver:  Follow-up  of  1000  Studies.  Arch  Intern  Med 
116:95-110,    1965. 

Tlie  outline  resume  of  tliis  article  will  ap- 
pear )ie.vt  nioiitli  i}i  "Liver  Scainiing."  Part 
II. 


114 


NORTH  CAROLINA  MEDICAL  JOURNAL 


March,  1968 


North  Carolina  Medical  Journal 

Owned  and  published  by 

The  Medical  Society  of  the  State  of  North  Carolina, 

under  the  direction  of  its  Editorial  Board. 

Wingate  Memory  Johnson,  M.D. 
Founding  Editor  1 1940-19631 

EDITORIAL  BOARD 
Robert  W.  Prichard,  M.D.,  Winston-Salem 

EDITOR 

John  S.  Rhodes,  M.D.,  Raleigh 

ASSOCIATE  EDITOR 

Miss  Louise  MacMillan,  Winston-Salem 

ASSISTANT    EDITOR 

Mr.  James  T.  Barnes,  Raleigh 

BUSINESS   MANAGER 

W.  McN.  Nicholson,  M.D.,  Durham 

CHAIRMAN 

Walter  Spaeth,  M.D.,  Ehzabeth  City 

John  C.  Reece,  M.D.,  Morganton 

Robert  A.  Ross,  M.D.,  Chapel  Hill 

Charles  W.  Styron,  M.D.,  Raleigh 

Address   manuscripts   and   communications  regarding 
editorial  matter  to  tiie 

NORTH  CAROLINA  MEDICAL  JOURNAL 
300  Soutii  HawtJiorne  Road,  Winston-Salem,  N.  C.  27103 
Questions  relating  to  subscription  rates,  advertising,  etc., 
should  be  addressed  to  tiie  Business  Manager,  203  Capital 
Club  Building,  Raleigii,  N.  C.  27602  All  advertisements 
are  accepted  subject  to  tlie  approval  of  a  screening  com- 
mittee of  the  State  Journal  Advertising  Bureau,  510  North 
Dearborn  Street,  Ciilcago,  Illinois  60610,  and/or  by  a 
Committee  of  the  Editorial  Board  of  the  North  Carolina 
Medical  Journal  in  respect  to  strictly  local  advertising 
Journal, 

Instructions    to    authors    appear    in    the    January    and    July 
Issues. 

Annual  Subscription,  $5.00  Single  copies,  $1.00 

Publication    office.    Progress    Printing    Co.,    Inc.,    Box    175, 
Fuquay-Varlna,  North  Carolina  27526. 

March,  1968 


THE   1968  MIDWINTER 
EXECUTIVE  COUNCIL  MEETING 

After  a  long  siege  of  unsouthern  weathei", 
county  society  officers  and  the  Executive 
Council  could  at  least  come  and  go  to  Pine- 
hurst  in  safety  for  the  midwinter  meeting; 
the  turnout  was  good.  One  of  the  major 
items  of  the  Executive  Council  meeting  is 
dealt  with  in  a  paper  in  this  issue,  and  in  a 
separate  editorial. 

Following  preliminary  audit,  it  seems  that 
the  fiscal  affairs  of  the  Society  are  in  good 
order.  Dr.  Wayne  Benton,  in  all  deliberations 
of  the  council,  always  keeps  a  close  eye  on 


any  mention  of  spending  money,  which  per- 
haps accounts  for  this  good  news. 

The  North  Carolina  Medical  Society 
Foundation,  Inc.  is  now  a  legal  and  func- 
tioning non-profit  entity,  and  immediate 
past-president  Dr.  Frank  W.  Jones  has  made 
the  initial  contribution  to  it.  Both  the  fed- 
eral and  state  governments  have  granted  it 
tax-exempt  status.  Members  will  recall  that 
the  Foundation  was  established  to  provide  a 
means  whereby  we  could  donate,  and  claim 
tax  exemption  for,  money  to  finance  such 
educational,  scientific,  and  charitable  activi- 
ties as  postgraduate  programs,  a  library  and 
archives,  and  many  other  projects  which 
could  not  be  paid  for  out  of  dues.  Any  money 
given  to  the  Society  itself  for  such  purposes 
would  not  be  deductible. 

Although  1968  is  not  a  legislature  year. 
Dr.  Beddingfield's  legislative  committee  con- 
tinues its  usual  hectic  pace.  The  Internal 
Revenue  Service  has  published  a  regulation 
which  makes  the  "unrelated"  income  of  var- 
ious professional,  service,  and  scientific  or- 
ganizations subject  to  income  tax.  Along 
with  Boy'ti  Life  and  the  National  Geo- 
graphic, such  publications  as  this  JOURNAL 
and  the  JAMA  will  now  have  to  pay  income 
tax,  unless  the  rule  is  set  aside  by  federal 
legislation.  Several  bills  to  this  end  have 
been  introduced,  with  bipartisan  support. 
The  Noi'th  Carolina  legislative  delegation 
has  been  contacted;  8  of  the  11  members 
have  replied  and  seem  favorable.  Within  the 
state  there  is  under  development  an  impor- 
tant Advisory  Council  dealing  with  Com- 
prehensive Health  Planning  Services,  under 
the  so-called  "Partnership  for  Health"  leg- 
islation of  the  federal  government;  Mr.  J.  A. 
McMahon  is  chairman  of  the  Council.  The 
avowed  intent  of  the  legislation  is  to  return 
to  the  states  control  over  the  planning  of 
health  programs  which  up  until  now  has 
rested  with  various  federal  agencies.  Dr. 
Charles  M.  Cameron,  on  leave  from  the  UNC 
School  of  Public  Health,  is  director.  Office 
of  Comprehensive  Health  Planning.  The 
State  Department  of  Administration  is  in 
charge  of  the  program.  There  are  two  private 
medical  practitioners  in  this  large  body  (48 
members) — Dr.   Frank  W.   Jones,  our  past 
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president,  and  Dr.  Andrew  A.  Best  of  Green- 
ville, N.  C.  The  Pai-tnership  for  Health  pro- 
gram emphasizes  "consumer  orientation," 
which  perhaps  accounts  for  the  relatively 
small  number  of  physicians  included  on  the 
Advisory  Council.  There  is  a  feeling-  that 
the  physicians  of  the  state  are  not  ade- 
quately represented  in  this  important  group. 

On  January  25  the  Governor  sponsored  a 
conference  that  was  attended  by  many  phy- 
sicians in  various  capacities,  together  with 
a  wide  variety  of  people  interested  in  health 
matters.  The  Governor's  conference  will  be 
followed  by  regional  conferences  to  be  held 
within  the  next  60  days,  and  ultimately  by 
meetings  at  the  county  level.  Any  interested 
person  may  attend  the  regional  conferences. 

The  Task  Force  on  Title  XIX  matters 
continues  its  efforts ;  even  though  such  legis- 
lation has  not  yet  been  passed  by  the  state, 
there  is  little  doubt  that  it  will  come  before 
long.  Although  the  State  Department  of  Wel- 
fare would  like  to  administer  this  program, 
no  agency  is  likely  to  be  named ;  the  legis- 
lature will  eventually  make  that  determina- 
tion. Various  state  agency  heads  have  been 
discussing  this  program,  and  the  Advisory 
Budget  Commission  is  also  working  on  it. 
The  Medical  Society,  in  its  dealing  with  in- 
terested parties  in  the  state  agencies,  has 
maintained  its  position  regarding  "usual 
and  customary"  fees,  and  it  seems  to  be 
understood.  However,  the  budget-making 
process  cannot  deal  with  an  "open-ended" 
item.  The  "Blue"  plans  have  submitted  a 
proposal  to  meet  this  objection;  it  is  cur- 
rently the  subject  of  discussions  with  var- 
ious groups.  Pilot  Life  Insurance  Company 
is  also  interested  in  providing  Title  XIX 
services,  and  will  likewise  be  discussing  the 
matter  with  the  Task  Force  and  state  agen- 
cies. 

Mr.  Worthy,  a  Raleigh  real  estate  con- 
sultant, has  submitted  an  excellent  and  de- 
tailed feasibility  report  on  the  plans  for  a 
new  headquarters  building  in  Raleigh,  on  the 
recently  purchased  site.  Several  types  of 
buildings  were  suggested,  including  ones 
having  considerably  more  floor  space  than 
is  currently  needed.  The  extra  space  would 
be  rented  until  the  growth  of  the  Society  re- 


quired its  use.  There  would  appear  to  be  no 
difficulty  in  getting  tenants. 

Some  short  items  were  taken  up.  Dr. 
Charles  Adams  of  Greenville  was  appointed 
vice-councilor  for  the  Second  Medical  Dis- 
trict, replacing  the  late  Dr.  R.  Vernon  Jeter. 
The  State  of  Franklin  Health  Council  was 
assured  of  the  continued  interest  and  co- 
operation of  the  State  Society;  Dr.  G.  G. 
Gilbert,  Councilor  for  the  Tenth  District, 
has  been  working  with  this  group  and  is 
much  impressed  not  only  with  their  enthu- 
siasm, but  with  the  knowledge  and  enthu- 
siasm manifested  by  a  random  sample  of 
residents  of  that  area  who  are  not  connected 
with  the  Council  itself.  The  Regional  Medi- 
cal Program  has  applied  for  funds  to  start 
on  a  number  of  projects;  a  site  visit  has 
been  made  and  the  application  is  well  along 
in  the  federal  review  process.  The  Committee 
on  Mental  Health  is  considering  making  a  re- 
quest for  funds  to  stage  continuing  educa- 
tional programs  in  their  field  for  practicing 
physicians ;  this  would  be  done  in  coopera- 
tion with  the  medical  schools. 

President  Ross,  through  judicious  use  of 
humor,  primarily  biblical  as  suits  a  Sunday 
meeting,  kept  the  metabolic  rate  of  the  Coun- 
cil acceptably  high,  and  for  the  first  time  in 
memory,  adjournment  came  while  the  sun 
was  still  visible. 


THE  ANNUAL  MEETING  REPORT 
One  of  the  more  provocative  presentations 
at  the  midwinter  Executive  Council  meeting 
was  that  of  Dr.  Rhodes,  who  reported  for 
Dr.  Chapman's  Blue  Ribbon  Committee  No. 
1 ;  the  full  text  of  the  report  appears  in  this 
issue.  Members  of  the  Council  are  anxious 
that  everyone  in  the  Society  have  a  chance 
to  read  this  short  report,  to  discuss  it  among 
themselves,  and  after  mature  reflection  to  tell 
their  delegates  what  they  think  about  it.  In 
that  way  fruitful  discussion  should  be  pos- 
sible at  the  May  meeting.  Any  changes  which 
might  come  about  will  take  some  time  in 
gestation ;  hotel  commitments  are  neither 
easily  made  nor  easily  broken,  for  example. 
Another  concern  of  the  Council  was  that  at 
least  some  points  of  discussion  of  the  report 
be  put  before  the  membership  at  the  same 
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time  the  report  appeared.  This  editorial  will 
summarize  the  Council  discussion,  taking  up 
each  recommendation. 

Alternating  the  Annual  Meeting  between 
Pinehurst  and  Charlotte  would  likely  dis- 
appoint many  members  who  look  forward  to 
the  opportunity  to  get  a  few  days  away  from 
busy  practices  in  a  setting  such  as  Pinehurst. 
A  surprising  number  of  members  take  no 
real  vacation.  Possibly  they  constitute  most 
of  the  large  body  which  continually  be- 
moaned the  fact  that  we  couldn't  meet  at 
Pinehurst  during  our  ten  years  of  forced 
absence.  Although  the  local  committee  at 
Charlotte  did  a  magnificent  job,  it  was  dif- 
ficult to  get  from  hotel  to  meeting  site  in 
that  city,  and  would  be  so  in  any  North 
Carolina  city  except  possibly  Asheville, 
which  is  too  far  from  the  center  of  our  popu- 
lation. 

Reducing  the  length  of  the  Annual  Meet- 
ing to  two  days  might  well  limit  the  im- 
portant discussions  which  go  on  outside  the 
formal  meetings.  The  rapid  sequence  em- 
bodied in  Recommendation  3,  passing  ma- 
terial from  the  House  of  Delegates  to  refer- 
ence committees  and  then  back  to  the  House, 
would  take  place  without  a  lot  of  non-dele- 
gate members  around  (the  meeting  not  being 
in  session),  and  such  members  contribute  to 
the  positions  finally  taken  by  delegates. 

The  recommendations  concerning  exhibits 
appear  sound.  Problems  with  scientific  ex- 
hibits are  not  peculiar  to  our  meetings  but 
have  plagued  many  other  organizations. 
Such  exhibits  are  expensive,  manning  them 
is  expensive,  and  they  do  not  appear  in 
people's  bibliographies.  Despite  these  ob- 
jections, when  conveniently  displayed  the 
exhibits  attract  attention  and  are  one  of  the 
bright  spots  of  AMA  meetings. 

The  idea  of  strengthening  the  ties  be- 
tween the  State  Society  and  the  various  spe- 
cialty groups  should  be  workable,  and  offers 
many  advantages  to  both  parties.  Divisive- 
ness  within  the  profession  in  the  state  can- 
not be  helpful  to  any  party,  for  like  it  as  we 
will,  the  country  is  organized  by  states  and 
in  many  matters  all  physicians,  regardless 


of  specialty,  have  common  cause.  Following 
up  this  recommendation  will  requii'e  pa- 
tience, persistence,  and  tact. 

There  were  miscellaneous  comments  aside 
from  those  made  on  the  formal  recommenda- 
tions. Leaving  aside  the  question  of  the 
length  of  the  meeting,  termination  on  Satur- 
day night  met  with  many  favorable  remarks. 
The  idea  of  having  a  representative  of  each 
specialty  organization  vote  with  the  House 
of  Delegates  raised  several  questions ;  the 
general  reception  was  good,  since  specialty 
groups  have  needs  which  might  differ  from 
those  presented.  The  long-standing  rule  that 
papers  at  the  meeting  be  submitted  to  the 
JOURNAL  has  never  been  enforced,  although 
such  papers  are  welcome  and  are  wanted ; 
nor  have  all  the  papers  submitted  ever  been 
published.  In  1967,  16  of  the  72  papers  pub- 
lished originated  with  the  annual  meeting. 

Let  your  delegates  know  your  thoughts 
on  these  important  matters,  please.  And  come 
to  Pinehurst  in  May  and  make  sure  that  a 
full  discussion  of  this  and  other  matters 
takes  place! 


PROHIBITION  RETURNS  ON 
LITTLE  CAT'S  FEET 

Almost  fifty  years  ago  the  federal  govern- 
ment began  to  enforce  the  18th  Amendment, 
prohibiting  the  drinking  of  ethyl  alcohol ; 
the  legislation  was  based  on  the  moral  view 
of  a  large  segment  of  our  citizens  that  liquor 
was  bad  for  people.  It  took  thirteen  years 
for  the  failure  of  the  law  to  culminate  in 
repeal.  Laws  intended  to  change  the  way 
people  treat  themselves,  as  opposed  to  the 
way  they  treat  others,  have  always  been  dif- 
ficult to  enforce,  a  fact  unlikely  to  discour- 
age zealots.  Thus  we  are  presently  in  the 
midst  of  a  number  of  campaigns  to  keep 
people  from  hurting  themselves,  using 
health,  rather  than  morality,  as  the  battle 
cry.  Naturally,  the  medical  profession  has 
played  a  prominent  role  in  these  wars,  as  it 
did  in  the  original  Prohibition  crusade.  Our 
editorial  columns  have  often  been  given  to 
discussion  of  the  purported  dangers  of  cig- 
arettes,     liquor,      charcoal-grilled      steaks, 
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pigeons,  artifical  sweeteners,  cheese-eating, 
computers,  and  recently,  incense-burning. 
\\'hat  now  have  we  to  offer? 

There  are  several  national  health  cam- 
paigns under  way  that  need  help.  Most 
prominent  is  that  against  cigarette-smoking. 
The  government,  having  put  warnings  on 
packages  and  called  upon  television  stations 
to  disseminate  anti-smoking  homilies,  now 
has  displayed  on  post  office  trucks  the  manu- 
factured news  that  100,000  doctors  have 
quit  smoking.  Obesity  is  also  in  bad  repute, 
various  public  and  private  agencies  calling 
on  people  to  stop  blubbering  up  as  it  will 
shorten  their  lives,  although  the  government 
has  yet  to  prescribe  fast  days  for  those  above 
two  standard  deviations  from  their  official 
weight  norm. 

Since  Dr.  Goddard  of  the  FDA  has  made 
.some  remarks  about  marijuana-.smoking  that 
have  been  taken  to  indicate  he  isn't  sure  ifs 
all  bad,  we  may  have  a  basis  for  a  health  sug- 
gestion combining  these  observations  and 
trends.  It  seems  likely  that  smoking  cuts 
down  on  the  appetite  for  food,  hence  would 
be  a  good  anti-obesity  measure  were  it  not 
for  the  danger  of  lung  cancer  and  other 
afflictions  ascribed  to  sot-weed.  However, 
such  dangers  have  not  been  laid  to  mari- 
juana, and  with  semi-official  status  accorded 
it,  why  not  a  government-sponsored  cam- 
paign to  kick  tobacco-smoking  and  obesity 
through  marijuana?  If  what  the  turned-on 
set  says  is  true,  the  elderly  (over  30)  will 
lose  their  hang-ups  and  we  will  have  a  more 
creative  society,  slim,  with  glistening  bron- 
chial tubes.  Let's  get  those  negative-thinking 
sign  off  the  postal  trucks,  implying  that  the 
best  doctors  can  do  is  quit  smoking.  Let's 
set  a  good  example  as  an  activist  group,  fol- 
lowing as  faithfully  as  we  can  the  wishes  of 


our  government,  and  attack  obesity,  lung 
cancer  and  emphysema  by  pot-smoking!  It's 
fashionable  to  act  ridiculous  ! 


THE  DINNER  HOUR  WITH 
HUNTLEY    AND    BRINKLEY 

While  not  agreeing  with  those  critics  who 
have  labeled  Messrs.  Huntley  and  Brinkley 
as  actors  rather  than  newsmen,  there  are 
grounds  for  some  disaffection  with  their 
nightly  show  which  have  nothing  to  do  with 
those  gentlemen.  It  is  the  commercials  at 
which  the  physician  might  take  umbrage,  for 
its  effects  on  him  as  well  as  his  patients. 

Deplorable  though  the  habit  might  be, 
many  people  watch  the  news  while  eating 
their  dinner.  During  the  half  hour  with 
Huntley  and  Brinkley  (maybe  with  CBS 
News  as  well),  the  viewer  is  regaled  not 
just  with  the  day's  gore,  but  with  ads  de- 
tailing the  difficulties  of  keeping  one's  den- 
tures clean  and  in  one's  mouth  (with  lip- 
smacking  and  aspiratory  sound  effects), 
others  with  the  quick  relief  of  headache,  the 
virtues  of  a  certain  proprietary  for  iron- 
deficiency  anemia,  potions  for  bad  breath, 
foul  armpits,  unruly  hair,  insomnia,  colds 
and  flu,  indigestion,  and  postnasal  drip. 

Unless  distraction  develops  from  some 
other  source,  the  electronic  pharmacology 
lesson  is  enough  to  keep  one  from  overeating. 
In  fact,  it  might  well  be  that  the  greatest 
single  benefit  derived  from  watching  Huntley 
and  Brinkley  during  dinner  is  the  avoidance 
thereby  of  hyperbulimia.  It  goes  too  far  if 
it  makes  you  lose  what  little  you  have  taken 
aboard,  which  reaction  is  probably  used  as 
the  equivalent  of  an  LD-50  by  the  Madison 
Avenue  crowd. 


Frequent  washing  not  only  remo\es  the  filth  and  sordes  which  adhere  to  the  skin,  but 
likewise  promotes  the  perspiration,  braces  the  body,  and  enlivens  the  spirits.  How  refreshed, 
how  cheerful,  and  agreeable  does  one  feel  on  being  shaved,  washed,  and  shifted:  especially 
when  these  offices  have  been  neglected  longer  than  usual!— William  Buchan:  Domestic  Med- 
icine, or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medi- 
cines, etc.,  Philadelphia,  Richard  Folwell,  1799,  p.  84. 
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The  following  statement  was  sent  by  Dr. 
Jacob  Koomen,  State  Health  Director,  to 
members  of  the  State  Board  of  Health,  of- 
ficers of  county  medical  societies,  local 
health  directors,  and  other  interested  par- 
ties. It  is  published  here  for  the  benefit  of 
the  membership  of  the  State  Society. 


The  1967  General  Assembly  enacted  a 
State-wide  Medical  Examiner  Law,  effective 
January  1,  1968,  under  the  general  adminis- 
tration of  the  State  Board  of  Health.  The  law 
provides  for  the  appointment  of  a  State  Chief 
Medical  Examiner  and  for  the  retention  of 
both  the  County  Medical  Examiner  and  the 
Coroner.  This  law  is  identified  as  Chapter 
130,  Article  21 ;  Session  Laws  of  1967,  Chap- 
ter 1154.  It  replaces  the  1955  Medical- 
Coroner  System  Act  and  other  local  laws  and 
applies  to  the  majority  of  the  counties  in  the 
State. 

A  limited  number  of  counties  will  continue 
under  the  1965  County  Medical  Examiner 
Law,  Chapter  152-A  until  July  1,  1969,  at 
which  time  the  new  law  also  replaces  the 
existing  system  in  these  counties.  This  par- 
ticular Act  made  provision  for  County  Medi- 
cal Examiners  only,  and  abolished  the  posi- 
tion of  Coroner.  Counties  that  have  been 
authorized  by  the  General  Assembly  to  pro- 
ceed under  this  Act,  but  have  not  done  so  by 
required  resolution  of  the  County  Commis- 
sioners, come  within  the  provisions  of  the 
new  Statewide  law  as  of  January  1,  1968. 

The  new  law  provides  under  the  State 
Board  of  Health  for  the  appointment  of  a 
Chief  Medical  Examiner;  for  the  location 
of  a  Central  Office  and  District  Offices  as 
needed;  the  employment  of  adequate  per- 
sonnel ;  and  for  the  preparation  of  rules  and 
regulations.  The  State's  Chief  Medical  Ex- 
aminer is  the  key  individual  in  the  adminis- 
tration and  coordination  of  the  program. 
The  most  important  feature  is  the  require- 
ment that  the  Chief  Medical  Examiner  ap- 
point at  least  one  or  more  County  Medical 
Examiners  in  all  counties  affected  by  the 
new  law. 


I  recognize  the  importance  of  information 
as  to  how  to  proceed  after  January  1,  1968, 
in  those  counties  affected  by  the  Act.  We  are 
in  the  process  of  implementing  the  law ;  but, 
despite  five  months  of  effort,  we  have  not 
been  successful  in  securing  a  qualified  Chief 
Medical   Examiner.  Negotiations  are  under 
way.  Also,  progress  has  been  made  in  deter- 
mining the  location  of  the  offices- whiclv-w©—! 
■%eiieve,^.jwitt-b©-at-€^apel~-Hin_Jii--^i'd€]:^Jo__.i 
,^^iave_tIie-a4va4itaggof  cloae-eeoperatiQn  with 
theJJNII-Seliool-of-^ifiiSeiiie^ndjJ^ 
^^TliZiii^i^partment  of  Pathology,  along  with/ 
the  use  of  its  morgue  and  other  facilities. 

Under  the  law,  the  administration  of  tht 
Medical  Examiner  System  requires  the  ma- 
jor functions,  such  as  the  appointment  of 
County  Medical  Examiners,  be  performed  by 
the  Chief  Medical  Examiner.  We  are  not  in 
a  position  to  fully  implement  the  law  at  this 
time  and  ask  your  understanding  until  a 
Chief  Medical  Examiner  has  been  appointed 
and  can  assume  the  full  duties  of  the  posi- 
tino.  This  may  require  several  months. 

In  the  meantime,  it  is  suggested  that  all 
counties  proceed  with  the  disposition  of 
problems  which  may  come  within  the  pur- 
view of  the  Medical  Examiner  or  the  Coroner 
in  the  same  manner  that  you  have  handled 
these  problems  in  the  past.  When  a  Chief 
Medical  Examiner  has  been  appointed,  and 
offices  established,  you  can  be  assured  that 
the  counties  will  be  contacted  at  the  earliest 
possible  date  to  carry  out  the  provisions  of 
the  new  law.  During  this  interim  period,  no 
reports  of  investigation  made  by  the  medical 
examiners  or  coroners  should  be  submitted 
to  this  office,  as  the  Department,  at  this 
time,  is  not  in  a  position  to  process  these 
reports.  Instructions  concerning  this  will  be 
issued  by  the  Chief  Medical  Examiner  at  the 
appropriate  time. 

In  the  interpretation  of  this  new  law  and 
the  implementation  of  same,  we  have  kept 
in  close  contact  with  the  Attorney  General's 
Office  and,  of  course,  will  continue  to  main- 
tain this  close  relationship  as  the  imple- 
mentation of  the  law  progresses.  The  Insti- 
tute of  Government  is  also  rendering  inval- 
uable service  to  the  Department  in  the  instal- 
lation of  the  program. 


March,  1968 


PROGRAM  OF  ANNUAL  MEETING 


119 


PROGRAM 


Preliminary 

PROGRAM 

One    Hundred   Fourteenth    Annual    Session 

The  Medical  Society  of  the 

State  of  North  Carolina 

Headquarters:  THE  CAROLINA 
Pinehurst,  North  Carolina 

Saturday,  May  11,  1968 

9:00  a.m. 
EXECUTIVE  COUNCIL  Meeting 
'Business   of  this   Session  may   be   continued   Sunday 

morning  at  10  o'clock! 
(Crystal  Room— The  Carolina) 

10:00  a.m. 

Registration  Desk  opens— i Front  Lobby) 

I  Society  Members.  Delegates.  Officials.  Auxiliary.  Tech- 
nical and  Scientific  Exhibitors  and  Guests  will  regis- 
ter in  this  Area.) 

(Registration  closes  at  5;00  p.m.) 

Sunday,  May  12,  1968 

10:00  a.m. 

General  Registration  opens — (Front  Lobby) 
(Society  Members,  Delegates,  Officials,  Auxiliary,  Tech- 
nical and  Scientific  Exhibitors  and  Guests  will  regis- 
ter in  this  Area.) 

3:00  p.m. 

First  Meeting  of  the  Annual  Meeting- 

THE  HOUSE  OF  DELEGATES  of  the  Medical  Society 

Donald  B.  Koonce,  M.D,.  Speaker,  presiding 

Invocation:  Rev.  Richard  R.  Young,  Director,  Depart- 
ment of  Pastoral  Care,  North  Cai'olina  Baptist  Hos- 
pitals, Inc.,  Winston-Salem. 

Welcome: 

Memorial  Service:  Ben  F.  Royal,  M.D.,  Morehead  City, 
presiding. 

BUSINESS: 

(Agenda  will  be  available) 

•  Cardinal  Ballroom— The  Carolina) 

5:00  p.m. 

Registration  Desk  closes. 

5:30  p.m. 

OPEN  HOUSE— Jefferson  Medical  College  Alumni  As- 
sociation (Country  Club  of  North  Carolina) 

6:00  p.m. 

House  of  Delegates  recesses  to  Monday,  May  13,  1968 
(If  Business  of  First  Meeting  is  not  concluded > 


Monday,  May  13,  1968 

8:30  a.m. 

Scientific  and  Technical  E.xhibits  open 
lE.xhibition  Hall) 

8:30  a.m. 

General  Registration  opens — (Front  Lobby) 
(Society     Members.     Delegates.     Officials,     Auxiliary, 
Guests,  Technical  and  Scientific  Exhibitors  will  reg- 
ister in  this  Area. ) 


MEDICAL    EXAM- 


9:00  a.m. 
NORTH    CAROLINA    BOARD    OF 
INERS 

(Meet  for  Business  and  Hearings) 
(Camellia  Room) 


POSTGRADUATE  AUDIO-VISUAL 
PROGRAM 

.John  C.  Grier,  Jr.,  M.D.,  Chairman,  Pinehurst 
Morning  Session— (Azalea  Room — The  Carolina! 
Moderator:  William  H.  Burch,  M.D.,  Lake  Lure 

9:00  a.m. 

SURGICAL  REPAIR  OF  FACIAL  LACERATIONS  FOR 
OPTIMUM  COSMETIC  RESULTS 

Detailed  demonstration  of  repair  to  secure  best  results 
for  facial  lacerations  resulting  from  automobile  ac- 
cidents. 

9:25  a.m. 

LYMPHOGRAPHY  IN  FEMALE  GENITAL  CANCER 
Radiographic    demonstration    of    lymph    vessels    and 

nodes.    Direct   lymphography   utilized   in   study    and 

treatment  in  evaluating  thoroughness  of  lymphadenec- 

tomy. 

9:55  a.m. 
SAFETY'S  CASE  HISTORIES 
National  Safety  Council  describes  actual  accidents  that 

were  caused  by  human  factors. 

10:30  a.m. 

FIFTY  MOON  LANDINGS  A  DAY 

Simulated  flights.  The  pilot  responds  to  roll,  pitch,  yaw, 

altitude    change,    and   re-entry.    Value    of    astronaut 

training. 

10:50  a.m. 
QUIET  TRIUMPH 
The  work  of  the  Veterans  Administration  Chaplaincy 

Service.    Services    performed    by    chaplains    for    all 

faiths. 

11:10  a.m. 
RADIATION  PROTECTION  IN  NUCLEAR  MEDICINE 
Procedures    to    protect    against    radiation.    Nature    of 

gamma  radiation.  Handling  of  radioactive  materials 

in  the  hospital  through  storage,  preparation  for  use, 
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and  their  therapeutic  administration.  The  nursing 
care  of  radio-active  patients.  Disposal  of  radioactive 
human  waste.  Use  of  monitoring  devices. 

FIRST  GENERAL  SESSION 

Monday.  May  13.  19«8 

(Cardinal  Ballroom) 

9:00  a.m. 

CONVENE  SESSION:  Robert  A.  Ross,  M.D.,  President 
James  S.  Raper,  M.D..  2nd  Vice-President,  presiding 
Invocation:  Rev.  Edward  R.  Cronan,  Chaplain 

St.  Joseph's  Hospital 

Southern  Pines 

SCHOOL  HEALTH 

Moderator:  Harrie  R.  Chamberlin,  M.D.,  Chapel  Hill 

THE  NORTH  CAROLINA  DEPARTMENT  OF  PUBLIC 
INSTRUCTION'S  ROLE  IN  SCHOOL  HEALTH 

Charles  F.  Carroll.  Ph.D.,  Superintendent  of  Public  In- 
struction, State  of  North  Carolina,  Raleigh 

THE  UNIVERSITY  OF  NORTH  CAROLINA'S  GROUP 
CHILD  CARE  PROJECT 

Alan  Keith-Lucas,  Ph.D..  Alumni  Distinguished  Pro- 
fessor of  Social  Work.  University  of  North  Carolina, 
Chapel  Hill 

THE   MINIMAL   BRAIN-DAMAGED  CHILD 
Harrie  Rogers  Chamberlin.  M.D..  Department  of  Pedia- 
trics, UNC  School  of  Medicine,  Chapel  Hill 

(QUESTIONS  AND  ANSWERS i 

11:00  a.m. 
Address: 

11:30  a.m. 

Annual  Address  of  the  President 
Robert  A.  Ross,  M.D..  Chapel  Hill 
Announcements 
ADJOURNMENT 

ALUMNI  LUNCHEONS 

Monday,  May  13,  1968—1:00  p.m. 

University  of  North  Carolina  Medical  Alumni  Associa- 
tion 

I  Main  Dining  Room — East  End,  The  Carolina) 

Medical  Advisory  Board— North  Carolina  Commission 
for  the  Blind — Business  Meeting 

1  Holly  Inn— Pinehurst^ 

N.  C.  Pediatric  Society  Luncheon 

'Crystal    Room— The    Cai-ohnai 

John  F.  Lynch.  M.D..  President,  High  Point 

2:00  p.m. 

HOUSE  OF  DELEGATES  of  the  Medical  Society  re- 
convenes if  business  not  concluded  on  Sunday, 
May  12,   1968) 

(Cardinal  Ballroom— The  Carolina) 


POSTGRADUATE  AUDIO-VISUAL 
PROGRAM 

John  C.  Grier,  Jr.,  M.D.,  Chairman,  Pinehurst 
Afternoon  Session— i Azalea  Room— The  Carolina) 
Moderator:  Paul  McBee  Abernethy,  M.D.,  Burlington 

2:00  p.m. 
SURGICAL    CONSIDERATION    OF    CEREBRAL    AR- 
TERIAL INSUFFICIENCY 

2:30  p.m. 

THE  COST  OF  HOPE 

Activities  of  a  typical  general  hospital  during  a  24- 
hour  period.  Why  the  hospital  is  a  place  of  hope. 
A  hospital's  many  functions  and  the  costs  involved 
in  providing  health  services. 

3:05  p.m. 
ALONE  WITHOUT  HELP? 
A  rehabilitation  film. 

3:20  p.m. 

HOSPITAL  ZONE:    MEN  AT  WORK 
Explains  the  physical  medicine  and  rehabilitation  pro- 
gram of  a  Veterans  Administration  hospital. 

3:40  p.m. 

SUICIDE   PREVENTION:    THE  PHYSICIAN'S  ROLE 
What  the  physician  can  do  to  help  the  suicidal  patient. 

4:10  p.m. 

THE  MAN  WHO  DIDN'T  WALK 

Complex  medical  and  legal  problems  relating  to  trau- 
matic neurosis.  Difficulties  faced  by  the  court  in  es- 
tablishing the  bona  fide  existence  of  this  illness. 

4:40  p.m. 

MANNED  SPACE  FLIGHT  APOLLO/SATURN 
Observations  in  earth  oriented  sciences.  Saturn  Launch 
Vehicle.    ApoUo   spacecraft.    Scientific   equipment   in 
the  exploration  of  the  moon.  Scientific  work  in  earth 
orbit,  in  lunar  orbit,  and  on  the  moon. 

SECTION  ON  GENERAL  PRACTICE 
OF  MEDICINE 

Monday,  May  13,  1968—2:30-5:00  p.m.) 

(Cardinal  Ballroom— The  Carolina,  Pinehurst) 
Rose  PuUy,  M.D.,  Chairman,  Kinston 

2:30  p.m. 

CLINICAL  APPLICATION  OF  CINEGASTROSCOPY 
Henry  Colcher,  M.D.,  New  York,  N.  Y. 

3:15  p.m. 

Break 

3:30  p.m. 

GENERAL  NEUROLOGICAL  SCREENING  OF  THE 
PRESCHOOL  CHILD 

G.  Earl  Trevathan,  Jr.,  M.D.,  Greenville 
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4:15  p.m. 

HINTS  AND  KINKS  FROM  POOR  RICHARDS  CLIN- 
ICAL ALMANAC  1968 
Baxter  G.  Noble,  M.D.,  Kinston 

SECTION  ON  OPHTHALMOLOGY 
&  OTOLARYNGOLOGY 

Monday,  May  13,  1968—2:30-5:00  p.m. 

(Village  Chapel  Sanctuary — Pinehurst) 
Hoke  S.  Nash,  Jr.,  M.D,,  Chairman,  Charlotte 

AUDIOMETRIC  TESTING  METHODS  AND  REHABIL- 
ITATION OF  THE  PRE-SCHOOL  AGE  CHILD 

Mr.  Donald  Bynam,  Executive  Director,  Charlotte 
Speech  and  Hearing  Center,  Charlotte 

SUBTOTAL  SUPRAGLOTTIC   LARYNGECTOMY  FOR 

CARCINOMA  OF  THE  LARYNX 
Richard  S.  Felkner,  M.D.,  Charlotte 

CLINICAL    ASPECTS    OF    RETINAL    EMBOLIC    DIS- 
EASE 
William  Banks  Anderson,  Jr.,  M.D.,  Durham 

USE  OF  BETADINE  IN  TREATMENT  OF  PSEUDO- 

MONAS   CORNEAL   ULCERS 
Leslie  Morgan  Hale,  M.D.,  Chapel  Hill 

LONG    TERM    FOLLOW-UP    OF    FULL    THICKNESS 

CORNEAL   GRAFTS    IN    LAMELLA    BEDS 
John  Jefferson  Johnson.  M.D.,  Chapel  Hill 

SECTION  ON  PEDIATRICS 

and 

SECTION  ON  NEUROLOGY  AND 

PSYCHIATRY 

Monday,  May  13,  1968—2:30-5:00  p.m. 

(North  Room — The  Carolina,   Pinehurst) 
Mary    Margaret    McLeod,    M.D.,    Chairman,    Sanford 

(Pediatrics) 
Robert    W.    Whitener,    M.D.,    Chairman,    Greensboro 

(N&P) 

PEDIATRIC  ASPECTS  OF  LEARNING  DISABILITIES 
Raymond  L.  Clemmens,  M.D.,  School  of  Medicine 
University  of  Maryland,  Baltimore,  Maryland 

CONCEPTS  OF  LEARNING  DISABILITIES 
Lloyd  J.  Thompson,  M.D.,  Chapel  Hill 

TREATMENT  OF   LEARNING   DISABILITIES 
Charles  R.  Keith,  M.D.,  Child  Guidance  Clinic,  Durham 
Question  and  Answer  Period  with  Speakers  serving  as 
Panel  of  Experts 

SECTION  ON  ANESTHESIOLOGY 
Monday,  May  13.  1968—2:30-5:00  p.m. 

(Dutch  Room— The  Carolina i 

Albert  R.  Howai'd,  M.D.,  Chairman,  Burlington 
A  TECHNIQUE  FOR  T  &  A  ANESTHESIA 
Albert  R.  Howard,  M.D.,  Burlington 


PROLONGED  ARTIFICAL  VENTILATION   d.P.P.V.) 

Bill  Joe  Swan,  M.D.,  Concord 

ALPHA-BETA  RECEPTOR  THEORY  OF  ADRENER- 
GIC RECEPTORS  IN  RELATION  TO  CARDIAC 
ARRHYTHMIA  AND  ANESTHESIA 

Raymond  P.  Ahlquist.  Ph.D.,  Medical  College  of 
Georgia,  Augusta,  Georgia 

SECTION  ON  PUBLIC  HEALTH 
AND  EDUCATION 

Monday,  May  13,  1968—2:30-5:00  p.m. 

•  Pine  Room— The  Carolina,  Pinehurst) 
Melvin  F.  Eyerman,  M.D.,  Chairman,  Hickory 
CHRONIC   LUNG   DISEASE   IN  CHILDREN 
Alexander    Spock,    M.D.,    Department    of    Pediatrics, 

Duke  University  Medical  Center,  Durham 
BUSINESS  MEETING 

SECTION  ON  STUDENT  AMA  CHAPTERS 
Monday,  May  13,  1968—2:30  p.m. 

(Crystal  Room — The  Carolina) 

Mr.  Paul  L.  Stagg,  Chairman,  Winston-Salem 

Panel  Discussion 

THE  ROLE  OF  THE  MEDICAL  SOCIETY 

Moderator:  Paul  F.  Stagg,  Bowman  Gray 

Panel:  John  Fultz— Bowman  Gray 
Peter  Scardino — Duke 
UNC 

PRESENTATION  of  original  papers  by  medical  stu- 
dents from  Bowman  Gray,  Duke  and  UNC.  Papers 
will  be  judged  and  the  Award  goes  to  one  judged 
most  outstanding. 

BUSINESS  MEETING 

SECTION  ON  ORTHOPEDICS  & 

TRAUMATOLOGY 

Monday,  May  13,  1968—2:30-5:00  p.m. 

(Chapel  HaU— Village  Chapel.  Pinehurst) 
John  L.  Wooten,  M.D.,  Chairman,  Greenville 

SYMPOSIUM  ON  MUSCULOSKELETAL 
PAIN 

DIAGNOSIS     AND     TREATMENT     OF     NECK     AND 

SHOULDER  PAIN 
Thomas  B.  Dameron,  Jr.,  M.D.,  Raleigh 

PAIN  IN  THE  WRIST  AND  HAND 
James  H.  Lipsey.  M.D.,  Asheville 

MANAGEMENT  OF  PAINFUL  FOOT  PROBLEMS 
A.  Tyson  Jennette,  M.D.,  Wilson 

ORTHOPEDIC    AIDS    IN    RHEUMATOID   ARTHRITIS 
F.  Wayne  Lee.  M.D..  Charlotte 

LOW   BACK   PAIN 

E.  H.  Martinet,  M.D.,  Winston-Salem 

5:00  p.m. 

Registration  booth  closes. 
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5:00  p.m. 

Exhibits    close    (Scientific    and    Technical >     (Exhibits 
under  supervision  of  official  watchman) 

5:00  p.m. 
HOUSE  OF  DELEGATES  Adjourns  Annual  Meeting 
III  did  not  Adjourn  on  Sunday,  May  12,  1968) 

5:00-7:00  p.m. 

SOCIAL  HOUR  &  RECEPTION— I  DUTCH'— University 

of  Virginia  School  of  Medicine 
I  Medical  Alumni,  former  interns,  residents  are  invited) 
(Country  Club  of  North  Carolina) 
Hosts:  Edward  S.  Orgain,  M.D.,  J.  F.  B.  Camblos,  M.D., 

William  R.  Romm,  M.D.,  Edward  R.  Hipp,  Sr.,  M.D., 

and  Robert  H.  Morrison,  M.D. 

5:30  p.m. 

SOCIAL  HOUR  &  DINNER— Yale  University  Medical 

Alumni 
I  Country  Club  of  North  Carolina) 
(Mark  McD.  Lindsey,  M.D..  in  charge) 

5:30  p.m. 

SOCIAL  HOUR  for  Scientific  and  Technical  Exhibitors 
By:  Medical  Society 
iPinehurst  Country  Club) 
(Admission  by  Ticket  and  Badge) 


6:30  p.m. 

-DUKE    Medical 


Alumni    Association 


SOCIAL    HOUR 

DINNER 
(Social  Hour  Courtesy  Mr.  I.  T.  Reamer) 
(Pine  Needles  Club,  Southern  Pines) 
(Jay  M.  Arena,  M.D.,  Secretary) 

6:30  p.m. 

SOCIAL  HOUR— Medical  College  of  Virginia  Alumni 

•  Crystal  Room  of  the  Carolina) 

7:00  p.m. 

DINNER— Medical  College  of  Virginia  Alumni 

•  Crystal  Room  of  the  CaroUnai 

STUDENT  AMA  CHAPTERS  DINNER 
Monday,  May  13,  1968—7:00  p.m. 

I  Holiday  Inn^Southern  Pines) 

DINNER  MEETING 

Invocation: 

Introduction  of  Guests:  Paul  L.  Stagg,  Chairman 

ADDRESS:  Marc  J.  Musser,  M.D.,  Director 

North  Carolina  Regional  Medical  Program 

Durham 
Award  for  Outstanding  Student  Paper 

Tuesday,  May  14,  1968 

7:30  a.m. 
"EARLY  MORNING  POLITICS" 
MEDPAC  Breakfast 
Kenneth  E.  Cosgrove,  M.D..  presiding 
Guest  Speakers:  Congressman  Alton  Lennon  iD'.  North 

Carolina 

Congressman  Albert  Watson  iR),  South  Carolina 


Entertainment:  Musical  Skit 
(Sponsor:  N.  C.  MEDPAC  and  Auxihary) 

8:30  a.m. 

Registration  opens— (Front  Lobby) 

8:30  a.m. 
Scientific  and  Technical  Exhibits  Open 
•  Exhibition  Hall— The  Carolina ) 

POSTGRADUATE  AUDIO-VISUAL 
PROGRAM 

John  C.  Grier.  Jr.,  M.D.,  Chairman,  Pinehurst 
Morning  Session— 'Azalea  Room— The  Carohna) 
Moderator:  Thornton  R.  Cleek,  M.D.,  Asheboro 

9:00  a.m. 

DIAGNOSIS  AND  TREATMENT  OF  RENO-VASCULAR 
HYPERTENSION 

5%  of  patients  who  have  elevated  blood  pressure  have 
surgically  correctable  lesions.  Screening  tests:  radio- 
isotope renogram.  excretory  urogram,  renal  angio- 
graphy. Eight  factors  influencing  the  outcome  of 
surgery  for  renal  hypertension. 

9:30  a.m. 

MANAGEMENT  OF  SEVERE  BURNS  IN  CHILDREN 
The  successful  management  of  burned  children.  Im- 
mediate care  of  the  burn  wound;  procedures  during 
the  shock  phase:  fluid  replacement:  prevention  of  in- 
fection; proper  nutrition;  prevention  of  anemia; 
secondary  care  of  the  burn  wound:  grafting. 

10:00  a.m. 

TO  LIVE  AGAIN 

Progress  in  the  vocational  rehabilitation  of  handicapped 
people.  Overcoming  physical  and  psychological  handi- 
caps of  victims  of  illness,  deformity,  and  other  handi- 
caps. 

10:35  a.m. 

AEROMEDICAL  EVACUATION 

Mission,  organizational  structure,  and  activities  of  any 
Army  Air  Ambulance  Company.  Typical  air  ambu- 
lance missions:  evacuating  patients  from  combat 
areas,  lateral  transfer  of  patients,  transportation  of 
personnel,  and  supplies.  The  timeliness  and  flexibility 
of  the  Aeromedical  Evacuation  Service. 

11:05  a.m. 

MEDICAL  ASPECTS  OF  DIVING 

How  underwater  swimmers  and  divers  can  prevent 
harm  to  themselves.  Effects  of  unequal  pressures 
from  the  air  they  breathe  and  the  water  which  sur- 
rounds them.  The  mechanisms  responsible  for  these 
conditions. 

11:40  a.m. 

FACE  OF  AN  ADDICT 
Various  aspects  of  drug  addiction  as  they  apply  to 
the  medical  and  allied  professions.  The  dangers  in- 
here! in  the  handling  of  narcotic  drugs.  The  tragedy 
of  drug  addiction  with  the  subsequent  loss  to  society 
of  a  professional  man.  There  is  no  royal  road  to 
recovery— the  only  answer  is  never  to  start. 
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SECOND  GENERAL  SESSION 

Tusday,  May  14,  1968 

(Cardinal  Balli'oom) 

9:30  a.m. 
Convene  Session 

Edgar  T.  Beddingfield,  Jr.,  M.D. 
First  Vice-President 
Stantonsburg 

IMMUNOBIOLOGY  IN  MEDICINE 
Moderator:   D.  Bernard  Amos,  M.D. 

CONTROL  OF  THE  IMMUNE  RESPONSE: 

Self-recognition 

Tolerance 

Breaking  tolerance 

Immuno-suppression — specific    control— feedback    in- 
hibition 

Immuno-suppressive    agents,    non-specific. 

Auto-inamunity 
John  H.   Schwab,  Ph.D.,  Department  of  Bacteriology, 

University  of  North  Carolina,  Chapel  Hill 

IMMUNOLOGICAL  ASPECTS  OF  CANCER 
Geoffrey    Haughton,    Ph.D.,    Assistant    Professor    of 
Bacteriology   and   Immunology,   University   of  North 
Carolina  School  of  Medicine,  Chapel  Hill 

IMMUNOGENETICS  OF  TRANSPLANTATION  ANTI- 
GENS:  MOTHER-FETUS  RELATIONSHIP 

D.  Bernard  Amos,  M.D.,  Departments  of  Experimental 
Surgery  and  Immunology,  Duke  University  School 
of  Medicine,  Durham 

RESISTANCE  TO  INFECTION  WITH  PARTICULAR 
REFERENCE   TO   CELLULAR   IMMUNITY. 

Quentin  N.  Myrvik,  Ph.D.,  Professor  and  Chairman, 
Department  of  Microbiology,  Bowman  Gray  School 
of  Medicine,  Winston-Salem 


12:00  Noon 


Announcements 
ADJOURNMENT 


ALUMNI  LUNCHEONS 

Tuesday,  May  14,  1968—1:00  p.m. 

Wake  Forest  College— Bow  man  Gray  Medical  Alumni 

Association 
Miss  Katherine  Davis,  Secretary 
(Main  Dining  Room— East  End— The  Carolina) 

POSTGRADUATE  AUDIO-VISUAL 

PROGRAM 

John  C.  Grier,  Jr.,  M.D.,  Chairman,  Pinehurst 
Afternoon  Session— <  Azalea  Room— The  Carohnai 
Moderator:  William  W.  Shingleton.  M.D.,  Durham 


2:00  p.m. 

LOCOMOTION  OF  CANCER  CELLS  IN  VIVO  COM- 
PARED WITH  NORMAL  CELLS 
Visual  proof  that  carcinoma  cells,  lymphocytes,  and 
granulocytes  move  200  times  as  fast  as  do  macro- 
phages and  fibroblasts.  Neither  the  rate  nor  direction 
of  movement  is  affected  by  the  flow  of  blood.  A  single 
cancer  cell  engulfs  3  lymphocytes:  another  ingests 
an  erythrocyte. 

2:30  p.m. 

THE  OBSOLETE  MENOPAUSE 

The  medical  profession  has  added  years  to  life.  Now— 
for  the  woman — it  can  add  life  to  these  years.  The 
entire  range  of  legitimate  medical  opinion  is  pre- 
sented. 

3:00  p.m. 

THE  DISEASE  CALLED  ALCOHOLISM 

The  alcoholic  syndrome  is  presented  as  a  disease  en- 
tity. 20-30  million  persons  in  the  U.  S.,  are  suffering 
from  some  degree  of  alcoholism  today.  The  patho- 
physiologj':  body  fluids  and  electrolytes:  liver  func- 
tion:   emotional  rehabilitation  of  alcohoUsm. 

3:30  p.m. 

THE  ONE  WHO  HEALS 

The  teamwork  of  the  physician  and  the  minister  in  the 
chaplaincy  program  in  the  hospital. 

3:55  p.m. 

COLD  LIGHT  ENDOSCOPY 
Received   the   Vanguard   Award 
1967  in  the  field  of  medicine. 


for   the   best  film  of 


4:15  p.m. 

SPACE  RESEARCH  AND  DEVELOPMENT 

The  research  and  development  of  light  which  enables 

man  to  venture  into  outer  space.  Man  goes  aboard 

Freedom  7. 


SECOND  MEETING  OF  THE 
HOUSE  OF  DELEGATES 

Tuesday,  May  14,  1968—2:30  p.m. 

(Cardinal  Ballroom — The  Carolina) 
(Agenda  will  be  available) 

SECTION  ON  INTERNAL  MEDICINE 
Tuesday,  May  14.  1968—2:30-5:00  p.m. 

Chapel  Hall— Parish  House,  Village  Chapel.  Pinehurst 
Newton  G.  Pritchett,  M.D..  Chairman.  Raleigh 

SHOCK  S^TVIPOSIUM 
Pathogenesis 
Classification 
Treatment  ■    ~ 
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2:30  p.m. 

MICROCIRCULATION,  ITS  ROLE  IN  SHOCK 
Paul  A.  Ebert,  M.D.,  Associate  Professor  of  Surgery, 
Duke  University  Medical  Center,  Durham 

2:55  p.m. 

BACTEREMIC  SHOCK 

Syndam  Osterhout,  M.D.,  Associate  Professor  of  Micro- 
Biology,  Duke  University  Medical  Center.  Durham 

QUESTION  AND  ANSWER  PERIOD 

3:30  p.m. 

CARDIOGENIC  SHOCK 

James  J.  Morris,  M.  D.,  Assistant  Professor  of  Medi- 
cine, Duke  University  Medical  Center,  Durham 

3:55  p.m. 

MANAGEMENT  OF  SHOCK 

Douglas  P.  Zipes.  M.D.,  Instructor  in  Medicine 

Duke  University  Medical  Center,  Durham 

QUESTION  AND  ANSWER   PERIOD 

SECTION  ON  SURGERY 
Tuesday.  May  14,  1968—2:30-5:00  p.m. 

(Village  Chapel  Sanctuary,  Pinehursti 

Michael  F.  Keleher,  M.D.,  Chairman,  Asheville 
TREATMENT    OF    THE    SEVERELY    INJURED    PA- 
TIENT 

HANDLING      AND      TRANSPORTATION      OF      THE 

SEVERELY  INJURED  PATIENT 
James  F.  Nevvsome,  M.D.,  Chapel  Hill 

THE    PATIENT    WITH    MULTIPLE    INJURIES.    PRI- 
ORITY OF  ATTENTION 
Warren  H.   Cole,  M.D.,  Asheville 

INITIAL   TREATMENT    OF    SEVERE    HEAD,    NECK 

OR  SPINAL  INJURIES 
David  L.  Kelly,  Jr.,  M.D.,  Winston-Salem 

THE  PATIENT  WITH  SEVERE   CHEST  INJURIES 
Charles  Keller,  M.D.,  Asheville 

THE    PATIENT    WITH    SEVERE    ABDOMINAL    IN- 
JURIES 
Samuel  G.  Jenkins,  M.D.,  Elizabeth  City 

PAIN  RELIEF  AND  ANESTHESIA  OF  THE  SEVERE- 
LY INJURED  PATIENT 
Kenneth  Sugioka,  M.D.,  Chapel  Hill 

SECTION  ON  OBSTETRICS  AND 
GYNECOLOGY 

Tuesday,  May  14.  1968—2:30-5:00  p.m. 

•  Crystal  Room— The  Carolina) 

C.  D.  Christian,  M.D.,  Chairman.  Durham 
Survey  of  opinion  re: 


Need  for  evaluation  of  1967  therapeutic  abortion  leg- 
islation and  the  impact  thereof. 

IMMUNOLOGY  IN  OBSTETRICS; 
LABORATORY    ADVANCES    IN    Rh    AND    ABO    DIS- 
EASE 
Ben  Younger,  M.D.,  Durham 

MANAGEMENT  OF  THE  Rh  SENSITIZED  PATIENT 
John  Gusdon.  Jr.,  M.D.,  Winston-Salem 

MANAGEMENT  OF  THE  AFFECTED  INFANT 
Will  London,  M.D.,  Durham 

INTERMISSION  4:00-4:15  p.m. 

PANEL  DISCUSSION:   ISO-IMMUNIZATION 
Moderator:  Luther  Talbert,  M.D.,  Chapel  Hill 
Panelists:  Ben  Younger,  M.D. 

John  Gusdon,  Jr.,  M.D. 

Will   London,   M.D. 

(Questions  from  the  floor) 

SECTION  ON  RADIOLOGY 
Tuesday,  May  14.  1968—2:30-5:00  p.m. 

(North  Room— The  Carolina,   Pinehurst) 

James  F.  Martin,  M.D.,  Chairman.  Winston-Salem 
SYMPOSIUM  ON  CHRONIC  BRONCHITIS  AND  PUL- 
MONARY   EMPHYSEMA 

2:30-2:50  p.m. 

PHYSIOLOGIC  ABNORMALITIES  IN  CHRONIC  BRON- 
CHITIS AND  EMPHYSEMA 

Johannes  Kylstra.  M.D.,  Associate  Professor  of  Medi- 
cine and  Assistant  Professor  of  Physiology,  Duke 
University  Medical  Center,  Durham 

2:50-3:10  p.m. 
CLINICAL    FEATURES    OF    CHRONIC    BRONCHITIS 

AND  EMPHYSEMA 
Leo  J.  Heaphy,  M.D..  Assistant  Professor  of  Medicine, 

Chief  of  Pulmonary  Disease  Section,  Bowman  Gray 

School  of  Medicine,  Winston-Salem 

3:10-3:30  p.m. 

RADIOLOGIC  FEATURES  OF  CHRONIC  BRONCHITIS 
AND  EMPHYSEMA 

Ted  Leigh,  M.D.,  Professor  of  Radiology,  Emory  Uni- 
versity, Atlanta,  Georgia 

3:30-3:50  p.m. 

THE  PATHOLOGIC  FINDINGS  IN  CHRONIC  BRON- 
CHITIS AND  EMPHYSEMA 

Phillip  C.  Pratt.  M.D.,  Associate  Professor  of  Path- 
ology, Duke  University  School  of  Medicine.  &  Path- 
ologist. Veterans  Administration  Hospital,  Durham 

3:50-4:10  p.m. 

ROUNDTABLE  DISCUSSION  WITH  DRS.  KYLSTRA, 
HEAPHY,  LEIGH  AND  PRATT 

Moderator:  Charles  Bream,  M.D..  Professor  of  Radio- 
logy, UNC  School  of  Medicine,  Chapel  Hill 
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4:10-4:15  p.m. 


INTERMISSION 


4:15-5:00  p.m. 

BUSINESS  MEETING 

MEETING    OF    DERMATOLOGISTS 

Tuesday,  May  14.  1968—2:30-5:00  p.m. 

(Dutch  Room— The  Carolina* 

J.  Lamar  Callaway,  M.D.,  Chairman.  Durham 

2:30  p.m. 
Business  Meeting 

2:45  p.m. 
THE  RELATIVE  VALUE  STUDY— ITS  ORIGIN,  PUR- 
POSE AND  IMPLEMENTATION  IN  NORTH  CARO- 
LINA 
Frank  W.  Jones,  M.D.,  Past  President,  Newton 

3:00  p.m.  to  3:30  p.m. 

Discussion  Period  on  the  Relative  Value  Study 

Moderator:  David  G.  Welton,  M.D.,  President-Eelect, 
Charlotte 

3:30  p.m. 

A  HISTORY  OF  DERMATOLOGY  IN  NORTH  CARO- 
LINA 

J.  Lamar  Callaway,  M.D.,  Professor  and  Chairman, 
Division  of  Dermatology.  Duke  University  School 
of  Medicine,  Durham 

4:00  p.m. 

THE  SKIN  BIOPSY— SOME  PRACTICAL  CONSIDERA- 
TIONS 

Herbert  Z.  Lund,  M.D.,  Pathologist 

Moses  H.  Cone  Memorial  Hospital,  Greensboro,  & 
Visiting  Professor  of  Pathology,  UNC,  Chapel  Hill 

4:20  p.m. 

Discussion 

4:30  p.m. 
RECENT  PROGRESS  IN  MANAGEMENT  OF  EPIDER- 
MOLYSIS BULLOSA 
Donald  C.  Abele.  M.D.,  Assistant  Professor  of  Derma- 
tologic   Medicine,   UNC   School   of  Medicine,   Chapel 
Hill 

4:40  p.m. 
Discussion 

SECTION  ON  PATHOLOGY 
Tuesday.  May  14.  1968— 2:30-,5:00  p.m. 

(Pine  Room— The  Carolina* 

Luther  W.  Oehlbeck,  Jr.,  M.D.,  Chairman,  Lenoir 
A    Seminar    on    Diagnostic    Histopathology    Including 
Problems    of    Cardiovascular    Genitourinary,     Pul- 
monary, Gastrointestinal  and  Cutaneous  Interest 
Moderated  by:  Bernard  Fetter,  M.D.,  Professor 
Department  of  Pathology 
Duke  University 
Durham 


Registration  closes. 


E.xhibils  close. 


5.00  p.m. 


5.00  p.m. 


5.00  p.m. 

Audio-Visual  Program  closes. 

5:30  p.m. 

PRESIDENT'S  RECEPTION 
I  Azalea  Room— The  Carolina  i 
I  By  invitation  only) 

PRESIDENT'S  DINNER 
Tuesday.  May  14.  1968—7:00  p.m. 

I  Main  Dining  Room — The  Carolina ) 

7:00  p.m. 

BANQUET 

TOASTMASTER:  H.  Fleming  Fuller,  M.D.,  Kinston 
Invocation:  Rev.  Robert  E.  Seymour 

OUn  T,  Binkley  Baptist  Church 

Chapel  Hill 


p.m. 


Presentation  of  Guests 


7:40  p.m. 

Presentation  of  President's  Jewel:  George  W.  Paschal, 
Jr.,  M.D.,  Raleigh 

7:50  p.m. 

Installation  of  President-Elect  David  G.  Welton,  M.D. 
Administration  of  Authorized  Oath  of  Office 
An  Address   in  Acceptance:    David   G.   Welton,   M.D., 
President,  Charlotte 

8:15  p.m. 

Recognition   of  FIFTY-YEAR  CLUB  and  presentation 

of  Fifty-Year  Club  Pins  and  Certificates 
Adjourn  Banquet  Session 


8:45  p.m. 

Entertainment:       "COSTUMED      CAVALCADE 
BROADWAY'S   GREATEST   MUSICAL  HITS" 
Doraine  and  ElUs  Productions 
(Cardinal  Ballroom— The  Carolina* 

10:00  p.m. 
to  2:00  a.m. 

PRESIDENTS  BALL 

(Cardinal  Ballroom— The  Carolina* 

Music  by:  Russ  Olson  and  Orchestra 

Wednesday.  May  15,  1968 

9:00  a.m. 

Registration  Desk  opens— i  Front  Lobby) 

9:00  a.m. 

Scientific  and  Technical  Exhibits  open 
(Exhibition  Hall— The  Carolina* 
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THIRD  GENERAL  SESSION 
Wednesday,  May  15,  1968 

(Cardinal  Ballroom— The  Carolina) 

9:00  a.in. 

Convene  Session;  James  S.  Raper,  M.D.,  Second  Vice- 
President,  presiding 

9:00  a.m. 

CONJOINT  SESSION 

North   Carolina   State   Board   of   Health   and   Medical 

Society  of  the  State  of  North  Carolina 
James  S.  Raper,  M.D.,  President,  Asheville 
Jacob  Koomen,  M.D.,  State  Health  Director,  reporting 

9:30  a.m. 

PRESENTATION  OF  AWARDS 

Moore  County,  Wake  County  and  Gaston  County  Awards 

Lester  A.  Crowell,  Jr.,  M.D.,  Chairman,  Committee  on 
Awards 

Aesculapius  Award: 

Robert  E.  Miller,  M.D.,  Chairman,  Committee  on  Sci- 
entific Exhibits 

Presentation  of  AMA-ERF  Checks  to: 

Duke  Medical  School 

UNC  Medical  School 

Bowman  Gray  Medical  School 

William  L.  Fleming,  M.D.,  Chairman,  Chapel  Hill 


Break 


SOCIO-ECONOMICS 


9:45  a.m. 


10:00  a.m. 


Moderator: 

Charles    L.    Hudson,    M.D.,    Director,    Socio-Economic 

Activities  Division 
American  Medical  Association 

Chicago 
Joseph  B.  Stevens,  M.D.   (Internist) 

Greensboro 
Mr.  Roy  N.  Crenshaw,  Business  Manager 
Surgical    Private    Diagnostic    Clinic,    Duke    Hospital, 

Durham 

11:15  a.m. 

ELECTIONS: 

North  Carolina  Medical  Journal— Editorial  Board 

3-4  year  terms 

North  Carolina  Board  of  Medical  Examiners 

3-6  year  terms 

11:25  a.m. 

Installation  of  Officers  elected  in  1968  House  of  Dele- 
gates 
Robert  A.  Ross,  M.D.,  presiding 

11:30   a.m. 

Remarks  by  President  David  G.  Welton,  M.D. 

12:00  Noon 

Exhibits  close 
Registration  Desk  closes 

12:30  p.m. 

Presentation  of  Prizes:  Robert  E.  Miller,  M.D.,  Chair- 
man, Committee  on  Scientific  Exhibits 
ADJOURN  SINE  DIE 
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Bulletin  Board 

COMING  MEETINGS 

North  Carolina  Association  for  Children  Under  Six, 
Second  State  Conference — Sheraton  Motor  Inn,  Greens- 
boro, March  29-30. 

University  of  North  Carolina  School  of  Medicine, 
John  Calvin  McNair  Lectures  for  1968,  Dr.  J.  Bronow- 
ski.  Visiting  Professor — Chapel  Hill,  April  2-3. 

University  of  North  Carolina  School  of  Medicine 
Alumni  Program — Chapel  Hill,  April  5-6. 

Regional  Conference  on  Disaster  Medical  Care,  spon- 
sored by  the  AMA  Committee  on  Disaster  Medical  Care 
and  the  Medical  Society  of  the  State  of  North  Carolina — 
Durham,  Api-il  5-6. 

Postgraduate  Course  in  Obstetrics  and  Pediatrics 
sponsored  by  the  Maternal  and  Child  Health  Section 
of  the  North  Carolina  State  Board  of  Health — Bowman 
Gray  School  of  Medicine  of  Wake  Forest  University. 
Winston-Salem,  April  16-18. 

Rural  Safety  Council  Annual  Meeting — Lake  Juna- 
luska,  August  26. 

North  Carolina  Tuberculosis  Association  Annual  Meet- 
ing—Heart of  Charlotte  Motel,  Charlotte,  April  30-May 
1. 

Medical  Society  of  the  State  of  North  Carolina,  114th 
Annual  Session— The  Carolina,  Pinehurst,  May  11-15. 

North  Carolina  Heart  Association,  19th  Annual  Meet- 
ing—Hotel Robert  E.  Lee,  Winston-Salem,  May  29-30. 


News  Notes  from  the 
University  of  North  Carolina 

Dr.  Norman  A.  Coulter,  a  biomathematician-bioen- 
gineer  at  the  UNO  School  of  Medicine,  has  been  elected 
to  a  three-year  term  on  the  Council  of  the  Biophysical 
Society. 

*  *    * 

Mrs.  Patricia  F.  Aloia  has  become  head  of  the 
Medical  Records  Department  and  chief  medical  rec- 
ords librarian  at  N.  C.  Memorial  Hospital.  She  had 
been  director  of  the  Medical  Records  Department  at 
the  University  of  Alabama  Hospitals  and  Clinics  in 
Birmingham  for  the  last  six  years. 

*  *    * 

Long-range  goals,  fund  raising,  the  pituitary  collec- 
tion program,  and  plans  for  the  third  annual  meet- 
ing in  Dallas,  Tex.,  were  on  the  agenda  when  the 
directors  of  Human  Growth,  Inc.  met  at  UNC.  The 
organization  was  founded  three  years  ago  to  act  as 
a  clearinghouse  for  famiUes  of  children  with  growth 

II  disturbances  who  need  information,  to  provide  an  op- 
portunity for  these  families  to  meet  and  share  ex- 
periences, and  to  help  the  National  Pituitary  Agency 
collect  human  pituitary  glands  for  processing  into 
human  growth  hormone. 

*  #    ^ 

A  two-day  Workshop  on  Writing  for  Publication  was 
conducted  at  the  UNC  School  of  Public  Health  in  late 
January. 


Most  patients  whose  arthritic  knee  joints  were  re- 
placed with  metal  joints  have  been  able  to  discard 
their  crutches  or  wheelchairs,  and  all  have  significantly 
less  knee  pain  from  their  rheumatoid  arthritis.  Dr. 
Frank  C.  Wilson  Jr.,  chief  of  the  Division  of  Ortho- 
pedic Surgery  at  N.  C.  Memorial  Hospital,  said  in  a 
preliminary  report  to  the  American  Academy  of  Ortho- 
pedic Surgeons  in  Chicago.  He  said  16  knee  joints 
in  11  patients  crippled  by  arthritis  were  completely 
removed  and  replaced  with  joints  made  of  a  metal 
alloy. 

*  t    * 

Sending  too  many  adult  patients  home  too  soon 
from  mental  hospitals  may  explain  the  disturbing  in- 
crease in  the  number  of  teen-agers  entering  mental 
hospitals,  a  UNC  psychiatrist  speculated  during  a 
Pharmacy  Seminar  in  Chapel  Hill. 

Dr.  Arthur  J.  Prange  Jr.,  associate  director  of  re- 
search development  in  the  Department  of  Psychiatry  at 
the  UNC  School  of  Medicine,  said,  "I  think  it's  just 
possible  that  the  prevalence  in  the  community  of  in- 
completely remitted  adults  can  contribute  to  the  shock- 
ing rise  in  teen-age  hospitalization. 

"T  think  it's  time  to  ask  whether  too  many  patients 
come  home  too  soon." 

*  *       ip 

Dr.  Berton  H.  Kaplan,  a  sociologist  at  the  UNC  School 
of  Public  Health,  is  the  editor  of  a  new  book,  "Psy- 
chiatric Disorder  and  the  Urban  Environment,"  to  be 
issued  soon  by  Behavioral  Publications  of  New  York 
City. 

*  «       4: 

A  Day  Care  Unit  catering  primarily— but  not  ex- 
clusively—to patients  in  Orange  and  Person  counties 
has  been  opened  by  the  Department  of  Psychiatry  at 
N.  C.  Memorial  Hospital.  Eight  patients  can  be  ac- 
commodated on  a  9  a.m.  to  4:30  p.m.  weekday  schedule. 
Dr.  Liam  Daly,  psychiatrist  in  charge  of  the  unit,  said 
the  unit  is  designed  for  patients  with  emotional  distur- 
bances rather  than  physical  deficit. 

*  *    * 

Dr.  Herbert  E.  Christensen,  a  scientist  who  has 
worked  professionally  for  20  years  with  the  effects 
of  poisons  and  the  problems  they  create,  has  joined 
UNC  as  an  assistant  director  for  research  administra- 
tion at  the  medical  school's  Center  for  Research  in 
Pharmacology  and  Toxicology  and  as  an  industrial 
toxicologist  in  the  Department  of  Environmental  Sci- 
ences and  Enginering  at  the  School  of  Public  Health. 

Dr.  Christensen  is  in  the  process  of  retiring  as  an 
Army  officer  after  17  years  in  the  Medical  Service 
Corps  and  three  years  in  the  Field  Artillery.  Most 
recently  he  was  the  executive  officer  of  the  Third 
Army  Medical  Laboratory  and  chief  of  the  Chemistry 
Division  at  Fort  McPherson,  Ga. 

*  *    * 

A  two-day  Dental  Institute  for  physicians,  dentists, 
and  hemophilia  chapter  officials  in  the  United  States 
and  Canada  w'as  held  at  UNC  in  January.  It  is  the  first 
such  institute  in  the  United  States  designed  primarily 
to  consider  the  dental  care  of  patients  with  hemo- 
phiha,  a  bleeding  disorder. 
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Eight  seniors  at  the  UNC  School  of  Medicine  were 
elected  members  of  the  Gamma  Chapter  of  Alpha 
Omega  Alpha.  They  were;  Robert  L.  Bugden  of  Fay- 
etteville,  N.  Y.:  Alan  Davidson  III,  of  Rt.  4,  New 
Bern:  William  0.  Kearse  Jr.  of  Canton;  Edward  W. 
Kouri,  formerly  of  Shelby  and  now  of  Chapel  Hill; 
Patrick  T.  Malone  of  Durham;  John  C.  Markham  III 
of  Winnsboro,  S.  C;  Ronald  G.  Michels  of  Henderson; 
and  Jerry  C.  Woodard,  of  Rt.  2.  Kenly. 

*  *    * 

A  new  undergraduate  program  in  dental  auxiliary 
teacher  education  will  be  offered  at  UNC  in  Chapel 
Hill  beginning  in  the  fall  of  1968. 

It  will  be  the  only  degree  program  of  its  kind  in 
the  United  States. 

The  four-year  course  is  designed  to  help  remedy 
the  most  critical  aspect  of  the  nation's  dental  auxiliary 

programs— the  shortage  of  qualified  teachers. 

*  *    * 

The  search  for  a  faster,  better,  and  more  convenient 
method  of  removing  poisons  from  the  bloodstream  will 
be  continued  at  the  UNC  School  of  Pharmacy  here  with 
a  $20,000  grant  from  the  U.  S.  Public  Health  Service's 
Division  of  Accident  Prevention.  The  continuation 
grant  was  made  to  Dr.  Albert  M.  Mattocks,  professor 
of  pharmacy,  for  a  study  of  the  kinetics  of  peritoneal 

dialysis. 

*  *    * 

Dr.  Harry  Smith,  Jr.,  acting  chairman  of  the  De- 
partment of  Biostatistics  at  the  UNC  School  of  Public 
Health,  has  been  selected  as  one  of  25  Fellows  of  the 

American  Statistical  Association. 

*  *    * 

Dr.  James  W.  Bawden,  dean  of  the  UNC  School  of 
Dentistry,  assumed  the  presidency  of  the  Southern 
Conference  of  Dental  Deans  and  Examiners  at  the 
annual  meeting  in  Memphis,  Tenn.,  in  January. 

He  succeeds  Dr.  Shailer,  dean  of  the  University  of 
Tennessee  School  of  Dentistry. 

*  *    * 

A  statistical  procedure  useful  in  assessing  drug  ef- 
fects on  humans  was  presented  by  a  UNC  biostatis- 
tician  in  Washington,  D.  C,  at  the  annual  meeting  of 
the  Biometrics  Society. 

Gary  C.  Koch,  an  instructor  at  the  UNC  School  of 
Public  Health,  reported  that  traditional  statistical 
methods  are  not  always  useful  in  detecting  human  re- 
sponses to  drugs.  To  overcome  this  problem,  he  de- 
vised a  special  statistical  test  described  as  "a  fairly 
simple  method  based  on  elementary  probability  con- 
cepts." The  procedure  is  particularly  useful  in  study- 
ing drugs  with  transient  (short-time)  effects,  but  also 

is  valid  if  the  effects  are  permanent. 

*  *    * 

Three  university  seniors  have  been  selected  as 
1968  Morehead  Fellows  in  Medicine.  All  three  will  en- 
ter the  UNC  School  of  Medicine  next  fall. 

Named  to  the  third  group  of  medical  fellows  are 
John  Millard  Gilkey,  Jr.,  of  Marion,  a  senior  in 
chemistry  at  UNC  here,  Howard  Samuel  Kroop  of 
Perth  Amboy,  N.  J.,  a  senior  in  American  studies  at 


Yale  University,  and  Ronald  Jay  Stanley  of  Kerners- 
viUe,  a  senior  in  zoology  at  Duke  University. 

Each  fellowship  is  valued  during  the  four  years  of 
medical  school  at  $10,000  plus  tuition  and  fees. 

*  *    * 

The  National  Institute  of  Mental  Health  approved  a 
three-year  renewal  grant  of  $111,400  to  a  UNC  psy- 
chologist to  continue  a  study  of  the  heart  as  a  baro- 
meter of  emotions. 

The  project  was  initiated  four  years  ago  under  the 
direction  of  Dr.  Paul  A.  Obrist,  associate  professor  of 
psychology  in  the  UNC  Department  of  Psychiatry. 

The  research  is  designed  primarily  to  find  out  how 
and  why  the  heart  responds  to  certain  emotional  situa- 
tions. One  basic  concern  is  the  involvement  of  the 
cardiovascular  system  in  psychosomatic  disorders. 

*        *        :;; 

Don  A.  Gabriel  of  Mooresville  has  become  the 
second  student  in  the  combined  M.D.-Ph.D.  program  at 
the  UNC  School  of  Medicine  to  be  selected  for  a 
Medical  Scientist  Fellowship  Award  in  two  years. 
Robert  B.  Jones,  a  third-year  medical  student  form- 
erly of  Greensboro,  was  selected  last  year. 

The  fellowship  is  sponsored  by  the  Life  Insurance 
Medical  Research  Fund,  established  in  1945  with  con- 
tributions from  life  insurance  companies  in  the  U.  S. 

and  Canada. 

*  *    * 

Dr.  J.  Bronowski,  mathematician,  scientist,  and 
humanist  will  deliver  the  John  Calvin  McNair  Lecture 
at  UNC  in  Chapel  Hill  in  April. 

He  is  deputy  director  of  the  Salk  Institute  for  Bio- 
logical Studies  in  La  JoUa,  Calif. 

Dr.  Bronowski  will  spend  the  week  of  April  1  as 
visiting  professor  of  biomedical  sciences  at  the  UNC 
School  of  Medicine  and  will  deliver  the  McNair  Lecture 
on  the  night  of  April  3. 

The  tentative  topic  of  his  lecture  is  "The  Meaning 
of  Man— Contributions  of  Biology  and  Medicine  to  Man's 

Appraisal  of  Himself." 

*  *    * 

The  widow  of  the  late  Dr.  Charles  C.  Hunter,  a  spe- 
cialist in  internal  medicine,  has  established  a  fund  in 
his  memory  at  the  UNC  School  of  Medicine.  Contri- 
butions from  friends  and  members  of  the  family  have 
been  placed  in  the  Charles  C.  Hunter  Memorial  Fund 
for  use  in  a  special  and  somewhat  unique  Pulmonary 
Disease  Library  which  serves  young  physicians  in 
training  in  the  Division  of  Pulmonary  Medicine. 

*  *    * 

The  Elizabeth  L.  Kemble  Endowed  Lectureship  in 
Nursing  has  been  initiated  by  members  of  the  faculty 
of  the  UNC  School  of  Nursing  in  appreciation  for  the 
contributions  of  Dr.  Elizabeth  L.  Kemble  to  nursing 
and  nursing  education  in  North  Carolina  during  her 
16  years  as  the  first  dean  of  the  nursing  school  here. 

Dr.  Kemble  retired  as  dean  on  Dec.  31.  but  will  con- 
tinue as  a  professor  of  nursing  here. 

*  *    * 

The  UNC  Medical  Parents  Club  has  reached  a  $12,500 
goal  for  one  scholarship  fund  and  now  has  voted  to 
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raise  another  $12,500  to  endow  a  new  scholarship  fund. 
Frank  Cella  of  Raleigh,  president  of  the  club  com- 
posed of  the  parents  of  UNC  medical  students,  said 
the  Reece  Berryhill  Scholarship  Fund  has  been  set  up 
with  an  endowment  of  $12,550  in  honor  of  Dr.  W. 
Reece   Berryhill.   dean    emeritus   of   the   UNC   School 

of  Medicine. 

»    *    * 

Classmates  and  friends  of  a  former  UNC  medical 
student  have  established  a  memorial  fund  in  his 
honor. 

The  fund,  in  honor  of  Dr.  Edgar  Jerome  i  Jerry 
Hocutt,  who  died  in  Washington,  D.  C,  in  early 
November,  will  be  administered  by  the  UNC  Develop- 
ment Office. 

Funds  will  be  used  specifically  to  procure  a  coUec-l 
tion   of   rare   classical   medical   books.   These   will   be  ■ 
housed  in  the  Historical  Room  of  the  new  Division  of 
Health  Affairs  Library  to  be  constructed  in  the  neai" 
future.  All  volumes  will  be  designated  as  being  given^ 
memory  of  Jerry  Hocutt. 


A  new  high-potency  preparation  for  treating  hemo- 
philia has  been  obtained  from  human  blood  plasma, 
it  was  disclosed  in  Toronto,  Canada,  by  Dr.  Kenneth 
M.  Brinkhous,  chairman  of  the  Department  of  Path- 
ology at  the  UNC  School  of  Medicine.  He  reported 
at  the  annual  meeting  of  the  American  Society  of 
Hematology  that  the  new  preparation  of  antihemo- 
philic factor  lAHFt  is  100  times  more  concentrated 
than  in  blood  plasma. 


Compliments  of 
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A  partially  homemade  version  of  a  commercial  "fly- 
ing dot"  scanner  is  giving  doctors  at  N.  C.  Memorial 
Hospital  in  Chapel  Hill  easier-to-read  x-ray  pictures 
and  more  choice  in  the  ways  they  can  reproduce  x- 
ray  film. 

An  electronic  dodging  system  developed  in  the  De- 
partment of  Medical  Illustrations  makes  it  possible  not 
only  to  improve  the  quality  of  .\-ray  pictures  but  to 
enlarge  or  reduce  sizes  as  needed. 
«    «    * 

An  old  drug  developed  by  the  German  dye  industry 
more  than  a  half  century  ago  is  now  saving  victims  of 
severe  burns  from  death-dealing  infections. 

The  drug,  trade-named  Sulfamylon,  is  a  bacteria- 
controlling  sulfa  drug  used  originally  as  a  fast  dye  for 
cloth. 

"It's  now  one  of  the  new  tools  to  help  in  the  big,  com- 
plicated problem  of  burns,"  says  Dr.  Ted  Whitson,  di- 
rector of  the  Burn  Unit  at  N.  C.  Memorial  Hospital 
here. 

The  drug,  still  experimental,  is  being  used  only  in  a 
few  selected  hospitals  in  the  U.  S. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  University 

Dr.  Frank  R.  Lock,  professor  of  obstetrics  and  gyne- 
cology at  the  Bowman  Gray  School  of  Medicine,  was 
installed  as  president  of  the  South  Atlantic  Association 
of  Obstetricians  and  Gynecologists  at  the  annual  meet- 
ing of  the  organization  in  Bal  Harbor,  Fla. 

Dr.  Lock,  who  succeeded  Dr.  William  H.  Grimes,  Jr., 
of  Atlanta,  Ga.,  as  president,  also  is  president-elect  of 
the  American  Gynecological  Society  and  past  presi- 
dent of  the  American  College  of  Obstetricians  and  Gyne- 
cologists and  the  American  Association  of  Obstetricians 
and  Gynecologists. 

At  the  same  meeting.  Dr.  John  P.  Gusdon,  Jr.,  as- 
sistant professor  of  obstetrics  and  gynecology,  was 
presented  the  association's  Foundation  Thesis  Prize, 
awarded  annually  for  the  outstanding  scientific  paper 
submitted  for  thesis  competition.  The  award  includes 
a  $750  prize.  Dr.  Gusdon's  paper  was  entitled  "Fetal 
and  Maternal  Immunoglobulin  Levels  During  Preg- 
nancy." 

*    *    =t. 

Dr.  Camillo  Artom,  professor  emeritus  of  biochemis- 
try at  the  Bowman  Gray  School  of  Medicine,  was  hon- 
ored Feb.  1  at  the  Founders'  Day  convocation  at  Wake 
Forest  University. 

A  citation  to  Artom  was  read  by  Dr.  James  Ralph 
Scales,  president  of  the  university,  who  also  presented 
him  the  university's  first  Medallion  of  Merit  Award. 

Dr.  Artom.  a  native  of  Asti,  Italy,  joined  the  medical 
school  faculty  in  1939  and  was  chairman  of  the  De- 
partment of  Biochemistry  for  22  years.  He  had  earned 
the    reputation    as    Italy's    leading    biochemist    before 
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political  pressures  in  the  late  1930s  made  it  necessary 
for  him  to  leave  that  country. 

He  was  one  of  the  first  scientists  to  use  radioactive 
isotopes  in  biological  research,  and  he  has  been  in- 
ternationally recognized  for  his  research  on  the  me- 
tabolism of  fats. 

Dr.  Artom  holds  the  M.D.  degree  from  the  Univer- 
sity of  Padua,  the  Ph.D.  degree  in  physiology  from 
the  University  of  Messina,  and  the  Ph.D.  degree  in 
biochemistry  from  the  University  of  Palermo,  where 
he  later  was  chairman  of  the  Department  of  Bio- 
chemistry and  Physiology. 

The  author  of  more  than  200  papers,  Dr.  Artom,  74, 
continues  to  work  daily  in  his  laboratory.  He  is  one 
of  the  few  scientists  in  the  world  who  continues  to 
receive  research  grants  after  his  70th  birthday. 

In  January,  the  Winston-Salem  Sertoma  Club  pre- 
sented Dr.  Artom  its  Service  to  Mankind  Award,  recog- 
nizing his  contribution  to  mankind  through  his  research 
on  lipid  metabolism. 

*  *    « 

Dr.  David  L.  Kelly,  Jr.,  assistant  professor  of  neuro- 
surgery, has  been  appointed  chairman  of  the  Member 
Participation  Program  Committee  Section  of  the  Con- 
gress of  Neurological  Surgeons. 

*  *    * 

Dr.  D.  Louise  Odor,  associate  professor  of  anatomy, 
recently  was  selected  for  listing  in  the  fifth  edition 
of  Who's  Who  of  American  Women. 

*  *    * 

Eight  college  seniors  from  North  Carolina  have 
been  selected  to  receive  Reynolds  Scholarships  for 
study  at  the  Bowman  Gray  School  of  Medicine.  The 
scholarship  program,  now  in  its  11th  year,  is  spon- 
sored by  the  Z.  Smith  Reynolds  Foundation. 

The  scholars,  who  will  enter  Bowman  Gray  in  Sep- 
tember, were  selected  by  the  medical  school's  Com- 
mittee on  Admissions  on  the  basis  of  character,  scholar- 
ship, potential  as  physicians,  and  financial  need.  They 
are  D.  Francis  Fleming,  Jr.,  of  Concord,  Davidson 
College:  D.  John  Godehn,  Jr.,  of  Hendersonville,  Wash- 
ington and  Lee  University;  Randy  B.  Hartman  of 
Lawndale,  Wake  Forest  University;  J.  Duncan  Harviel 
of  Burlington,  University  of  Miami;  Stephen  W.  Hebert 
of  Raleigh,  North  Carolina  State  University:  James  C. 
Hoyle,  Jr.,  of  Roanoke  Rapids,  Wake  Forest  Univer- 
sity; Donald  M.  McPhaul  of  Raleigh,  University  of 
North  Carolina  at  Chapel  Hill;  and  Leon  F.  Wood- 
ruff, Jr.,  of  Selma,  University  of  North  Carolina  at 
Chapel  Hill. 

Each  scholar  will  receive  $14,000  during  his  four 
years  in  medical  school.  In  addition,  the  foundation 
will  supplement  each  scholar's  internship  salary,  pro- 
viding him  an  income  of  $5,000  during  his  fifth  year 
of  medical  education. 

Formal  presentation  of  the  scholarships  will  be  made 
May  10  at  the  annual  awards  banquet.  Dr.  John  A. 
Anderson,  professor  and  chairman  of  the  Department 
of  Pediatrics,  University  of  Minnesota  School  of  Medi- 
cine, will  be  the  banquet  speaker. 


Five  members  of  the  Bowman  Gray  faculty  par- 
ticipated on  the  program  of  the  sixth  Princeton  Con- 
ference on  Cerebrovascular  Diseases,  Jan.  10-12.  in 
Princeton,  N.  J. 

Dr.  James  F.  Toole,  professor  and  chairman  of  the 
Department  of  Neurology,  served  as  chairman  of  the 
conference.  Dr.  Monroe  Cole,  assistant  professor  of 
neurology,  presented  a  prospective  study  on  "North 
Carolina  Mass  Screening  Program.  "  Dr.  Richard 
Janeway,  assistant  professor  of  neurology,  presented 
a  paper  on  "Carotid  Compression  Test."  Serving  as 
discussants  for  papers  were  Dr.  John  Moosy,  pro- 
fessor of  pathology  (neuropathology!  and  Dr.  William 
M.   McKinney,    assistant  professor   of  neurology. 

*  *    * 

Dr.  I.  Meschan,  professor  and  chairman  of  the  De- 
partment of  Radiology,  was  Visiting  Professor  at 
McGill  University  School  of  Medicine,  Montreal,  Can- 
ada, Jan.  15-18.  He  presented  three  lectures:  "Renal 
Physiology  as  Investigated  with  Radioisotopic  Split- 
Function  Procedures;"  "Correlated  Radiographic- 
Pathologic  Observations  Regarding  Collagen  Diseases;" 
and  "Roenty-en  Signs  of  Abnormahty  in  Cerebral 
Angiography." 

*  *    * 

Dr.  Clark  E.  Vincent,  professor  of  sociology  and 
director  of  the  Behavioral  Sciences  Center,  presented 
two  lectures  to  medical  students  at  Cleveland  (Ohio) 
Metropohtan  General  Hospital,  Jan.  24.  He  spoke  on 
"Behavioral  Sciences  as  a  Part  of  the  Basic  Science 
Curriculum"  and  "The  Physician  as  Consultant  in 
Marital  and  Sexual  Health."  Earlier  in  the  month  he 
spoke  on  "Marital  and  Sexual  Communication"  at  a 
meeting  of  the  Maryland  Obstetrics  and  Gynecology 
Society. 

*  *    * 

Dr.  John  H.  Whitesides,  fellow  in  obstetrics  and  gyne- 
cology, presented  a  paper  on  "Myometrial  Response  to 
Vascular  Pressure  Change  in  the  Castrate  Monkey" 
at  a  meeting  of  the  World  College  of  Physicians  and 
Surgeons  of  Canada  held  Jan.   18-20  in  Toronto. 


News  Notes  from  the 
Duke  University  Medical  Center 

Dr.  Morton  D.  Bogdonoff.  professor  of  medicine  at 
Duke  University,  has  been  appointed  assistant  dean 
at  the  School  of  Medicine  for  graduate  medical  ed- 
ucation, a  newly  created  position. 

The  appointment  was  announced  by  Provost  R. 
Taylor  Cole. 

Dr.  Bogdonoff,  a  native  of  New  York,  received  his 
bachelor's  and  M.D.  degrees  at  Cornell  LTniversity. 
Coming  to  Duke  in  1952  as  a  senior  assistant  resident 
in  the  Department  of  Medicine,  he  held  an  Eli  Lilly 
Research  Fellowship  for  study  of  diabetes  in  1953-1954 
and  an  American  College  of  Physicians  Residency 
Scholarship  Awaard  the  following  year. 

In  1956-57  he  was  an  associate  professor  of  clinical 
medicine  at  the  University  of  Miami,  returning  to  Duke 
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the  next  year  as  an  assistant  professor  of  medicine. 
He  was  promoted  to  associate  professor  in  1959  and 
to  a  full  professorship  in  1962.  Dr.  Bogdonoff  also  has 
served  as  consultant,  attending-  physician,  and  chief 
of  the  metabolic  division  at  the  Veterans  Hospital  in 
Durham  and  as  consultant  in  medicine  at  Fort  Bragg 
Hospital. 

He  is  a  former  president  of  the  American  Federation 
for  Clinical  Research,  and  has  served  as  editor  of 
Clinical  Research,  the  organization's  official  publica- 
tion. 

Since  Jan.  1,  Dr.  Bogdonoff  has  been  editor  of  the 
Archives  of  Internal  Medicine.  His  major  research  in- 
terests are  in  the  fields  of  fat  metabolism  and  clinical 

physiology. 

*    *    * 

Dr.  Wolfgang  Karl  Jolik,  professor  of  cell  biology  at 
the  Albert  Einstein  College  of  Medicine  in  New  York, 
will  become  professor  and  chairman  of  the  Department 
of  Microbiology  and  Immunology  at  Duke  University 
School  of  Medicine  July  1,  Provost  R.  Taylor  Cole  an- 
nounced recently. 

Dr.  Jolik,  a  native  of  Vienna,  Austria,  will  succeed 
Dr.  Norman  F.  Conant,  who  requested  that  he  be  re- 
lived of  administrative  duties  as  department  chairman 
to  devote  more  time  to  teaching  and  research. 

Dr.  Conant  is  James  B.  Duke  Professor  of  Micro- 
biology and  consultant  to  the  Department  of  Medicine 
for  mycology,  positions  he  will  retain. 

Dr.  Jolik,  at  the  age  of  11,  moved  with  his  family 
to  Australia,  where  his  father  was  an  emissary  of 
the  Austrian  government.   He  received  his  bachelor's 


and  master's  degrees  at  the  University  of  Sydney, 
Austraha,  and  completed  work  for  a  Ph.D.  at  Oxford 
University,  England,  in  1952. 

Before  joining  the  Department  of  Cell  Biology  at 
Albert  Einstein  in  1962,  Dr.  JoUk  held  postdoctoral  fel- 
lowships at  universities  in  Denmark  and  AustraUa  and 
at  the  National  Institutes  of  Health,  Bethesda,  Md. 
For  the  past  several  years  he  has  been  director  of 
the  second-year  curriculum  of  Einstein's  M.D.-Ph.D. 
program,  and  he  is  editor  of  Virology,  a  professional 

journal. 

*    «    « 

Dr.  Samuel  Lawrence  Katz,  assistant  professor  of 
pediatrics  at  Harvard  and  co-director  of  the  infectious 
Disease  Career  Training  Program  at  Beth  Israel  Hos- 
pital and  Children's  Hospital  Medical  Center,  has  been 
named  chairman  of  the  Department  of  Pediatrics  at 
Duke  University. 

In  making  the  announcement.  Provost  R.  Taylor  Cole 
said  the  appointment  would  be  effective  at  the  beginning 
of  the  1968-69  academic  year. 

Dr.  Katz  will  succeed  Dr.  Jerome  Harris,  who  has 
been  chairman  of  the  department  since  1954.  Dr.  Harris 
requested  that  he  be  relieved  of  the  chairmanship  so  he 
might  devote  more  time  to  teaching  and  research. 

Dr.  Katz,  a  native  of  Manchester,  N.  H.,  earned  his 
bachelor's  degree  with  high  honors  at  Dartmouth  Col- 
lege in  1948.  He  received  his  M.D.  with  honors  at 
Harvard  in  1952. 

He  interned  at  Beth  Israel  Hospital  and  served  his 
residency  at  Children's  Hospital  Medical  Center.  He  has 
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served  in  numerous  research  and  chnical  roles  at  both 
institutions  and  at  Harvard  since  then. 

From  1956  to  1958  he  was  a  research  fellow  of  the 
National  Foundation  for  Infantile  Paralysis.  Since 
1965  he  has  held  a  Research  Career  Development 
Award  of  the  National  Institute  of  Allergy  and  Infec- 
tious Diseases,  National  Institutes  of  Health,  and  he 
serves  on  the  institute's  vaccine  development  commit- 
tee. 

*    *    * 

Baby  aspirin  continued  to  be  the  No.  1  cause  of 
poisoning  among  cases  treated  at  or  reported  to  the 
Poison  Control  Center  at  Duke  University  Hospital  dur- 
ing the  past  year. 

And  the  statistics  underscore  again  that  most  poison- 
ings and  deaths  from  poisoning  involve  children,  most 
of  whom  get  hold  of  toxic  materials  through  the 
negligence  or  thoughtlessness  of  their  parents  or  other 
adults. 

About  72^0  of  the  807  poisonings  reported  by  Duke 
during  the  year  involved  children  10  years  old  and 
under.  Sixty  per  cent— or  483  of  the  807  cases— involved 
children   three   and  younger. 

A  breakdown  of  the  poisonings,  which  ranged  in 
cause  from  tranquilizers  and  cosmetics  to  insect  bites 
and  toothpaste,  is  contained  in  an  annual  report  com- 
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piled  by  Dr.  Jay  M.  Arena,  director  of  the  Poison 
Control  Center,  and  Dr.  Shirley  K.  Osterhout,  assistant 
director. 

Seven  fatalities  were  reported  to  the  center  during 
the  year,  but  not  all  cases  were  treated  at  Duke.  Dr. 
Osterhout  explained  that  the  Poison  Control  Center 
serves  in  great  measure  as  a  consultation  service  for 
physicians  and  others  throughout  North  Carolina  who 
call  Duke  for  information  on  how  to  deal  with  poison- 
ing cases. 

The  fatalities  included  a  four-year-old  girl  who  took 
tranquilizers;  another  four-year-old  girl  who  drank 
linament;  an  18-year-old  girl  who  committed  suicide 
with  prescription  sleeping  tablets:  and  an  alcoholic 
who  died  after  drinking  a  heating  liquid  containing 
alcohol. 

+         *         :;: 

"The  saddest  thing  about  poisonings."  Dr.  Arena 
said,  'is  that  nearly  85%  of  them  nationwide  involve 
children." 

He  observed  that  poisoning  is  now  the  most 
common  medical  emergency  among  young  children. 
In  placing  the  blame,  he  pulls  no  punches. 

"In  pediatric  patients,"  he  said,  "the  chief  causes 
of  poisoning  are  poor  or  faulty  child  supervision  and 
parental  procrastination  because  of  their  lack  of  knowl- 
edge of  the  potential  dangers  from  the  more  than 
quarter-million  available  household  agents  and  the 
many  drugs  found  in  the  homes. 

"If  parents  would  only  remember  to  keep  these  ma- 
terials out  of  the  sight  and  reach  of  children,"  he 
continued,  "we  could  prevent  at  least  three  out  of  four 
of  these  accidents." 

In  the  United  States,  Arena  said,  child  deaths  from 
poisoning  exceed  the  total  of  those  from  poho,  measles, 
scarlet  fever,  and  diphtheria  combined. 

*    *    * 

For  the  next  six  months  Professor  Elon  Clark  will 
devote  full  time  to  counting,  appraising,  cataloguing, 
and  tracing  the  sources  ot  Duke  Medical  Center's  ex- 
tensive ai-t  collection.  During  that  time  he  wiU  give 
up  his  duties  as  coordinator  of  medical  art  in  the 
division  of  Audio  Visual  Education. 

Over  the  past  40  years  the  School  of  Medicine  and 
Duke  Medical  Center  have  received  hundreds  of  water- 
colors,  sculptures,  bronze  busts,  oil  portraits,  and  rare 
prints.  There  is  no  complete  inventory  of  all  the  treas- 
ures, and  only  sketchy  histories  of  where  many  of 
them  came  from,  when  they  were  received,  and  who 
gave  them. 

The  mystery  of  origin  of  some  of  the  items  may 
never  be  solved.  A  bronze  bust  of  Louis  Pasteur  has 
A  French  inscription  on  the  back,  and  Clark  believes 
it  was  brought  from  France  by  the  late  Dr.  F.  M. 
Hanes,  former  chairman  of  the  Department  of  Medi- 
cine, but  nothing  has  been  found  in  writing  to  prove 
it. 

Already  Clark  has  received  many  letters  from 
former  faculty  members  and  others  who,  having  heard 
of  his  project,  are  eager  to  provide  information  that 
might  help. 
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with  beauty  that's 
more  than  skin  deep 


EXAMINING   AND   TREATMENT   TABLE 


Clean,  fresh  lines  and  smart,  modern  color  styling  make 

the  Ritter  XL45  Table  a  thing  of  exceptional  beauty.  But  its 

beauty  is  more  ttian  sk/n  deep.  The  new  XL45  is  beautifully 

engineered;  functionally  superb.  The  Ritter 

"pedestal"  base,  with  its  ample  knee  or  leg 

room,  allows  the  physician — seated  or 

standing — to  work  "close  in"  to  his  patients 

)  without  stress  or  strain.  And  smooth,  quiet 

'  power  elevation  takes  much  of  the 

"physical  effort"  out  of  examination  and 

treatment  procedures. 

The  designer-styled  Ritter  XL45  Table  is  available 

with  a  choice  of  three  smart  upholstery  colors  and 

two  table-base  colors  . . .  and  the  price  is  equally 

attractive.  See  us  now  for  a  demonstration. 
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The  North  Carolina  Heart  Association 

Entries  are  now  being  received  by  tlie  American 
Heart  Association  for  tlie  1968  Howard  W.  Blakeslee 
Awards. 

The  Blalceslee  Awards  honor  "individuals  whose 
creative  efforts  in  any  national  or  local  medium  of 
mass  communication  are  judged  to  have  contributed 
most  to  public  understanding  of  the  heart  and  circu- 
latory system,  progress  in  research  and  advances 
in  the  prevention,  care  and  treatment  of  cardiovascular 
diseases."  The  Awards  were  established  by  the  Ameri- 
can Heart  Association  in  1952  as  a  memorial  to  the  late 
Howard  W.  Blakeslee.  Associated  Press  science  editor 
and  a  founder  of  the  National  Association  of  Science 
Writers,  who  died  of  heart  disease. 

The  contest  year,  which  began  last  March  1,  will 
come  to  a  close  on  February  28,  1968.  Newspaper  and 
magazine  articles,  books,  radio  and  television  pro- 
grams and  films  published  or  broadcast  during  that 
period  will  be  eligible.  Deadline  for  submission  of 
entries  is  May  1,  1968. 

The  winning  entries  and  the  number  of  awards  will 
be  determined  by  the  Blakeslee  Awards  Committee  of 
the  American  Heart  Association.  The  Awards  carry 
an  honorarium  of  $500  each. 

Entries  submitted  by  local  daily  or  weekly  news- 
papers and  local  radio  and  television  stations  will  be 
considered  apart  from  those  submitted  by  national 
wire  services,  syndicates  or  radio-TV  networks.  They 
will  be  ehgible  for  awards  in  separate  categories. 

Entry  blanks  and  rules  folders  may  be  obtained 
from  the  North  Carolina  Heart  Association,  Box  929, 
Chapel  Hill,  North  Carolina,  27514.  or  from  the  North 
Carolina  Heart  News  Bureau. 


North  Carolinians  Appointed  to 
AMA  Committees 

Seven  North  CaroUnians  have  been  appointed  to 
serve  on  committees  and  councils  of  the  American 
Medical  Association.  The  announcements  were  made 
by  Wesley  W.  Hall,  M.D.,  chairman  of  the  AMA  Board 
of  Trustees.  The  names  of  the  men  and  the  bodies  to 
which  they  were  appointed  are  as  follows: 

Paul  Kotin,  M.D..  Research  Triangle  Park— reap- 
pointed to  the  Committee  for  Research  on  Tobacco  and 
Health. 

George  W.  Paschal,  Jr.,  M.D.  of  Raleigh— elected 
chairman  of  the  Council  on  National  Security. 

Thomas  D.  Kinney,  M.D.,  Durham— reappointed  to 
the  Committee  on  Blood. 

Elias  S.  Faison,  M.D.,  Charlotte— reappointed  to  the 
Council  on  Environmental  and  Public  Health,  and 
also  reappointed  to  the  Committee  on  Nursing. 

Amos  N.  Johnson,  M.D.,  Garland— reappointed  the 
principal  representative  of  the  American  Academy  of 
General  Practice  on  the  AMA  Inter-specialty  Com- 
mittee. 

The  Rev.  Richard  K.  Young  of  Winston-Salem,  and 
the  Rev.  Samuel  S.  Wiley  of  Durham— both  reappointed 
to  the  Committee  on  Medicine  and  Religion. 


News  Notes 

J.  Holmes  Davis  HI,  president-elect  of  the  Com- 
munity Health  Association,  and  Mrs.  William  Scoggin, 
executive  director  of  the  United  Appeal  health  agency, 
both  of  Charlotte  attended  the  annual  meeting  of  United 
Health  Foundations  at  the  Regency  Hyatt  House  in  At- 
lanta February  13-15.  At  the  Thursday  morning  session 
Davis  spoke  on  the  program  of  the  Community  Health 
Association,  one  of  five  agencies  in  the  nation  featured 
at  this  conference. 


National  Society  for  Crippled 
Children  and  Adults 

Population,  economics,  and  incidence  of  crippling  as 
well  as  other  factors  related  to  the  needs  for  rehabili- 
tation services  throughout  the  United  States  are  brought 
together  in  an  authoritative  booklet,  "Trends,"  pub- 
lished by  the  National  Easter  Seal  Society  for  Crip- 
pled Children  and  Adults. 

The  new  92-page  g-uide  to  needs  and  resources  in 
the  rehabiUtation  field  includes  also  descriptions  of 
the  services  of  the  major  voluntary  and  tax-supported 
agencies  supplying  or  supporting  rehabilitation  serv- 
ices. 

Copies  are  available  at  $1  from  Care  and  Treatment 
Service,  National  Easter  Seal  Society,  2023  West  Ogden 
Avenue,  Chicago,  Illinois  60612. 


American  Association  for  Accreditation 
of  Laboratory  Animal  Care 

More  than  100  animal  laboratory  facilities  have  now 
been  site  visited  by  the  American  Association  for  Ac- 
creditation of  Laboratory  Animal  Care  lAAALAC)  and 
80  have  been  fully  accredited,  it  has  been  announced 
by  Dr.  Leslie  R.  Burrows,  AAALAC  board  chairman. 
"Although  the  AAALAC  accreditation  program  has  been 
in  full  operation  approximately  two  years  we  beUeve  it 
has  already  made  a  significant  impact  on  the  care  of 
laboratory  animals,"  he  stated. 

It  was  further  reported  that  at  the  end  of  1967,  122 
institutions  had  formally  applied  for  accreditation  and 
that  several  hundred  more  have  indicated  intention  to 
do  so.  Almost  half  the  medical  schools  in  the  country 
are  now  participating  in  the  program. 

Site  visits  and  evaluation  of  animal  care  programs 
have  been  completed  for  104  institutions.  Sixty-six  were 
accredited  initially:  26  were  provisionally  accredited, 
and  12  were  denied  accreditation.  Thirteen  of  the  pro- 
visionally accredited  and  one  non-  accredited  institution 
later  corrected  their  deficiencies  and  were  fully  ac- 
credited. 

Dr.  Burrows  said  that  the  major  deficiencies  in  ani- 
mal care  in  provisionally  and  non-accredited  institu- 
tions were  poor  sanitation,  overcrowding  of  animals, 
incomplete  postsurgical  care,  or  inadequate  quaran- 
tine and  disease  control. 

The  first  list  of  accredited  institutions  will  be  pub- 
lished about  July  1.  1968. 
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Public  Health  Service 

"Drugs  Against  Cancer,"  two  half-hour  films  pro- 
duced by  National  Educational  Television  in  colla- 
boration with  the  Public  Health  Service's  National 
Cancer  Institute,  National  Institutes  of  Health,  have 
been  released  for  telecast  by  133  stations  of  NET's 
educational  network.  Developed  under  Public  Health 
Service  contracts,  the  films  describe  the  National 
Cancer  Institute's  continuing  efforts  to  improve  the 
cure  rate  of  cancer.  Filmed  in  color,  they  will  be  shown 
during  the  coming  months  as  part  of  the  NET  "Spec- 
trum" science  series. 

North   Carolina   stations   which  will   show   the   films 

during   the   coming-   weeks   are   WUNC,    Chapel   Hill; 

WUNF,   Asheville;    WUNG,   Concord:    WUNE,   Linville; 

and  WTVI,  Charlotte.  Listeners  of  these  stations  may 

consult  their  local  newspapers  for  dates. 
*    *    * 

An  outpatient  clinic  to  develop  and  evaluate  services 
for  emphysema  and  chronic  bronchitis  patients  is  being 
set  up  at  the  Tucson,  Arizona,  Medical  Center  under 
a  contract  awarded  by  the  National  Center  for  Chronic 
Disease  Control,  U.  S.  PubUc  Health  Service. 

Sponsored  by  the  Center's  Chronic  Respiratory 
Diseases  Control  Program,  which  will  administer  the 
$201,688  contract,  the  clinic  will  provide  comprehen- 
sive care  on  a  long-term  outpatient  basis  for  patients 
with  symptoms  of  chronic  lung  disease. 

Tlie  two-year  clinical  study  at  Tucson  Medical  Center 
will  provide  care  for  adult  patients  with  pulmonary 
emphysema  or  chronic  bronchitis.  All  referrals  must 
originate  from  physicians,  and  each  patient  must  be 
physically  able  and  motivated  to  follow  for  at  least 
one  year  the  program  prescribed  for  him.  Patients 
will  receive  drug  therapy,  inhalation  therapy,  breath- 
ing exercises,  postural  drainage,  physical  conditioning 
and  regular  check-ups.  Treatment  is  geared  to  the  pa- 
tient's needs  and  both  individual  and  group  approaches 
will  be  used. 


The  Month  in  Wasliin^ton 

Dr.  Dwight  L.  Wilbur,  president-elect  of 
the  American  Medical  Association,  warned 
that  physicians  will  resist  any  effort  to  es- 
tablish national  medical  standards  under 
the  Regional  Medical  Programs. 

But  he  predicted  that  the  medical  profes- 
sion would  cooperate  enthusiastically  if  the 
programs  are  carried  out  on  a  voluntary  co- 
operative basis. 

Dr.  Wilbur  spoke  at  a  conference  on  Reg- 
ional Medical  Programs  sponsored  by  the  De- 
partment of  Health  Education  and  Welfare. 

"If  the  program  in  fact  is  clearly  one 
designed  to  catalyze  and  to  facilitate  the 
development  of  better  programs  than  now 
exist  to  serve  patients  and  their  physicians, 
it  will  undoubtedly  receive  enthusiastic  co- 
operation from  the  medical  profession  and 
related  groups,"  Dr.  Wilbur  said. 

"If  RMP  maintains  its  current  emphasis 
on  the  working  together  of  regional  groups, 
it  will  fulfill  its  purpose  of  improving  the 
quality,  accessibility  and  availability  of 
health  care,  physician  and  institutional  per- 
formance, and  consumer  satisfaction. 

"On  the  other  hand,  if  RMP  becomes  an 
instrument  for  the  establishment  of  national 
standards  with  the  coercive  compliance  com- 
pelled by  such  standards,  it  will  arouse  na- 
tionwide resistance  from  physicians,  insti- 
tutions, and  allied  health  professionals.  What 
can  be  gained  by  cooperation  and  meaning- 
ful participation  will  surely  be  lost  if  the  use 
of  coercive  power,  which  for  the  moment 
lies  dormant  in  Public  Law  89-239,  becomes 
its  dominant  characteristic. 

*  :■:  :;: 

The  American  Medical  Association  told 
Congress  that  weight  reduction  is  a  leading 
health  area  for  quackery. 

The  AMA  position  on  weight  reduction, 
particularly  as  so-called  diet  pills  are  in- 
volved, was  outlined  by  Drs.  Theodore  B.  Van 
Itallie  of  New  York,  a  member  of  the  Coun- 
cil on  Foods  and  Nutrition,  and  Hari-y  C. 
Shirkey  of  Birmingham,  Ala.,  vice  chairman 
of  the  Council  on  Drugs  in  testimony  before 
the  Senate  Antitrust  and  Monopoly  Sub- 
committee. 
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The  subcommittee  was  investigating  re- 
ports that  some  osteopaths  and  physicians 
were  making  large  incomes  from  assembly- 
line  administration  of  multi-colored  "diet" 
pills  containing  such  drugs  as  barbiturates, 
thyroid  extract,  amphetamines,  thiazine, 
diuretics,  laxatives  and  various  hormones. 

Officials  of  Illinois  and  Oregon  testified 
that  such  pills  were  involved  in  at  least  20 
deaths  in  their  states. 

"Perhaps  in  no  other  area  of  health  and 
medical  problems  do  we  encounter  as  much 
food  faddism  and  quackery,"  Dr.  Van  Itallie 
testified.  "The  obese  are  extremely  gullible, 
forever  willing  to  believe  that  someday  a 
gadget,  a  diet,  a  pill,  or  a  book  will  lead  to 
the  miracle  of  easy  and  painless  reduction  of 
weigh.  While  most  of  the  quackery  originates 
with  health  hucksters  who  have  no  scientific 
background,  training,  or  qualifications  in  the 
medical  or  nutritional  fields,  unfortunately  a 
physician  is  occasionally  involved. 

"The  American  Medical  Association  has 
long  utilized  its  various  publications  to  bring 
to  the  profession  and  the  public  up-to-date 
information  on  the  latest  scientific  advances 
in  the  area  of  obesity  control.  It  frequently 
focuses  attention  upon  those  irregular  prac- 
titioners and  faddists  who  prey  upon  the  un- 
suspecting public.  As  the  national  voice  of 
Medicine,  we  believe  that  it  is  incumbent 
upon  us  to  help  protect  the  public  from  those 
practices  which  have  the  potential  of  ad- 
versely afecting  the  public  health.  .  .  . 

"A  physician  who  assumes  the  responsi- 
bility for  treating  obesity  takes  on  a  dif- 
ficult role.  Few  other  medical  disorders  re- 
quire the  same  disciplined  and  prolonged 
cooperation  of  the  patient  in  their  treatment. 
Even  under  the  best  of  circumstances,  the 
results  of  treatment  become  apparent  slowly. 
The  inherent  handicaps  may  strain  the  busy 
physician's  patience  and  tempt  him  to  resort 
to  unsound  methods  of  treatment.  He  must 
have  a  clear  understanding  of  the  physiolo- 
gical and  psychological  problems  of  obesity 
in  order  to  treat  it  wisely." 

Dr.  Shirkey  broke  down  weight  drugs  into 
seven  general  classifications:  (1)  cardiac 
glycosides;  (2)  hormones,  chiefly  thyroid; 
(3)     diuretics;     (4)    anorexiants     (appetite 


suppressants)  ;  (5)  laxatives;  (6)  sedatives; 
and  (7)  antispasmodics.  Of  them  he  said: 

Cardiac  glycosides:  "Their  use  for  obesity 
is  reprehensible  and  may  well  have  attribu- 
ted to  the  few  reported  deaths  of  patients 
receiving  such  treatment." 

Hormones — Thyroid:  "There  are  at  least 
three  irrationalities  ...  in  this  hormonal 
approach  to  the  treatment  of  obesity." 

Diuretics:  "There  is  no  rational  basis  for 
the  use  of  these  drugs  in  the  treatment  of 
simple  obesity." 

Anorexiants:  "Amphetamines  are  useful 
as  a  crutch  to  help  the  patient  become  ac- 
customed to  a  rigorous  reducing  diet.  But 
long-term  administration  is  not  justified  be- 
cause they  tend  to  become  less  effective  and, 
in  addition,  can  lead  ultimately  to  habitua- 
tion." 

Laxatives:  "There  is  little  rational  basis 

for  the  use  of  laxatives  in  the  treatment  of 

obesity." 

*    *   * 

President  Johnson  said  the  administration 
would  take  additional  steps  to  abate  the  in- 
creases in  health  care  costs  and  to  increase 
the  numbers  of  health  personnel. 

In  his  economic  message  to  Congress,  he 
said: 

"The  supply  of  qualified  health  personnel 
has  lagged  behind  the  expanding  demand. 
I  will  shortly  propose  new  measures  to  in- 
crease this  supply. 

"Last  year  medical  care  prices  rose  7%, 
more  than  twice  as  fast  as  other  prices.  I 
shall  propose  new  measures  to  slow  down 
the  spiraling  cost  of  health  care." 

In  his  State  of  the  Union  message,  the 
President  included  in  a  list  of  "absolutely 
intolerable"  conditions  which  he  said  had  ex- 
isted for  many  yeai's :  "Hospital  and  med- 
ical costs  are  high,  and  they  are  rising."  He 
did  not  amplify  the  brief  statements  in 
either  of  these  two  messages,  leaving  the 
details  for  a  later  health  message  to 
Congress. 

Chairman  Abraham  A.  Ribicoff  (D., 
Conn.)  said  the  Senate  Government  Opera- 
tions Committee  would  conduct  a  two-year 
investigation  into  the  rise  in  hospital  and 
other   health   care   costs.   He  said   the  sub- 
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committee's  study  also  would  be  concerned 
with  the  numbers  of  physicians  and  other 
health  personnel. 

Mr.  Johnson  said  he  also  would  propose  a 
child  health  program  and  stricter  penalties 
for  those  who  traffic  in  LSD  and  other  dan- 
gerous drugs.  The  child  health  program 
would  provide  poor  families,  over  the  next 
five  years,  with  health  service  from  prenatal 
care  of  the  mother  through  the  child's  first 
year. 

The  budget  for  the  Department  of  Health, 
Education  and  Welfare  allotted  $66  million 
for  medical  education  in  fiscal  1969,  for  the 
year  beginning  next  July  1,  an  increase  of 
more  than  $16  million.  Federal  aid  for  allied 
health  training  was  increased  to  $19  mil- 
lion from  $17.2  million. 

Medicai'e  expenditures  for  fiscal  1969  were 
estimated  at  $6.3  billion,  compared  with  $5.7 
billion  for  the  current  fiscal  year. 

Family  planing  programs  of  the  federal 
government  would  be  greatly  expanded.  The 
goal  is  to  provide  birth  control  information 
to  one  million  women  by  quadrupling  the 
size  of  the  family  planning  services  budget 
from  $6  million  to  $24  million. 


Book  Reviews 

Dysphasia:   Professional  Guidance  for  the  Phy- 
sician and  the  Patient.  By  McKenzie  Buck.  145 
pages.  Englewood  Cliffs,  New  Jersey:  Prentice 
Hall,  Inc.,  1968. 
Dr.  Buck,  a  speech  pathologist  who  suffered  a  stroke 
and  fully   regained   his  language   abilities,   now   gives 
an  account  of  his  e.xperiences.   Although  his  opinions 
appear  one-sided  at  times,  he  does  arrive  at  some  in- 
teresting and  new  ideas.  As  in  other  first-hand  accounts 
of  the  problems  of  being  aphasic.  Dr.  Buck  generalizes 
his  difficulties  to  all  aphasias. 

Chapter  1,  written  by  Dr.  Richard  P.  Schmidt,  gives 
a  good  introduction  or  review  of  the  neurological  dys- 
function. In  easy  to  read  and  understandable  terms,  he 
describes  the  accepted  neuroanatomy  and  neurophy- 
siology as  well  as  gives  a  brief  history  of  cerebral  local- 
ization. He  also  relates  some  principles  of  prognosis 
and  factors  influencing  recovery.  Although  there  are 
multiple  symptoms,  he  emphasizes  that  "any  program 
designed  to  promote  recovery  must  be  directed  toward 
the  patient  and  not  solely  to  the  symptoms  from 
which  he  suffers."  'p.  17) 

The  remaining-  chapters  by  Dr.  Buck  are  chiefly 
concerned  with  the  famDy  and  the  aphasic's  relation- 
ship to  the  family.  Dr.  Buck  believes  that  dysphasia  is 
a  family  illness  and  the  family  should  be  treated  as 


well  as  the  patient.  He  rightly  holds  that  the  brain- 
damaged adult  should  not  be  isolated  from  the  family 
or  social  functions.  However,  he  later  states  that  social 
contacts  should  be  held  to  a  minimum,  as  the  dysphasic 
is  easily  frustrated  and  embarrassed  by  his  language 
loss  and  inability  to  take  care  of  his  personal  needs. 
He  admits  there  is  no  one  approach  to  assist  all 
families,  but  does  beheve  that  counseling  is  necessarj' 
and  should  be  done  over  an  extended  period  of  time. 

He  coins  the  term  "sempathy"  a  combination  of 
"sympathy"  and  "empathy" — which  he  defines  as 
"an  attitude  of  warm  relaxation  and  reassurance  com- 
bined with  a  careful  view  of  existing  circumstances." 
I  p.  5.51  He  also  does  away  with  the  inadequate  terms 
"expressive"  and  "receptive"  aphasia  and  substitutes 
the  terms,  "moderate  dysphasia,"  with  erratic  dif- 
ficulties: "severe  dysphasia,"  noted  by  the  reduction 
of  vocabulary:  and  "aphasia,"  a  severe  difficulty  in 
all  areas. 

Dysphasia  will  be  of  interest  and  value  to  psycholo- 
gists, social  workers,  and  nurses  who  came  in  contact 
with  aphasic  patients  and  their  families.  It  will  also  be 
of  value  to  selected  families  who  have  the  knowledge 
to  benefit  from  it.  Although  it  is  not  a  major  text  on 
aphasia,  it  does  contribute  some  new  insights  to  the 
social  problems  of  aphasics. 
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W.    Plato   starling,    M.D. 

Death  came  to  Dr.  W.  Plato  Starling,  after  a  long 
illness,  on  November  21,  1967.  Dr.  Starling  was  born 
in  Cumberland  County,  North  Carolina,  November  21, 
1903,  where  he  lived  until  1916  when  his  family  located 
in  Roseboro.  N.  C.  He  received  his  premedical  educa- 
tion at  the  University  of  North  Carolina  and  graduated 
in  medicine  from  the  Medical  College  of  Virginia  in 
1933.  He  served  his  internship  at  the  Memorial  Hos- 
pital in  Richmond,  Virginia,  and  had  residency  train- 
ing at  the  Princeton  Hospital,  Princeton,  New  Jersey. 

In  1935  Dr.  Starling  was  elected  Health  Officer  of 
Sampson  County,  a  position  he  held  until  joining:  Dr. 
J.  Street  Brewer  in  establishing  the  Brewer-Starhng 
Clinic  in  Roseboro  in  July,  1937.  This  association  ended 
in  April,  1961,  when  a  third  heart  attack  forced  Dr. 
Starling's   retirement. 

An  effervescent  spirit,  the  will  to  Uve,  and  strict 
adherence  to  "doctor's  orders"  regarding  diet,  medi- 
cation, and  exercise  were  important  factors  in  his 
survival  for  six  and  a  half  years  after  his  retirement. 

Dr.  Starling  was  a  Methodist  and  was  for  many 
years  on  the  governing  board  of  his  church.  He  was 
a  charter  member  of  the  North  Carolina  Academy  of 
General  Practice  and  a  member  of  the  Sampson 
County  Memorial  Hospital  staff.  He  was  a  member  of 
the  local  school  board  for  twenty-five  years,  serving  for 
many  years  as  chairman  of  that  body. 

Dr.  Starling  was  a  prince  of  medicine,  devoted  to 
his  patients,  and  beloved  by  his  neighbors,  which  ex- 
plains what  is  said  to  have  been  "the  largest  funeral 
ever  held  in  Roseboro." 
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Robert  Vernon  Jeter,  M.D. 

Dr.  R.  Vernon  Jeter  passed  away  suddenly  at  his 
home  in  Plymouth,  North  Carolina  at  2:50  A.M.  Thurs- 
day November  2,  1967.  He  was  44  years  of  age. 

Dr.  Jeter  was  a  native  of  Raleigh  and  the  son  of 
Mrs.  Irene  Annie  Jeter  and  the  late  Frank  H.  Jeter. 
He  graduated  from  Duke  University  in  1948  with  an 
A.B.  degree  and  received  his  M.D.  degree  there  in 
1952.  He  was  an  extern  at  Duke  Medical  Center  and 
Bat  Cave.  North  Carolina,  in  1951  and  an  intern  at 
Watts  Hospital  from  1952  to  1954.  He  beg-an  his  general 
practice  in  Apex,  North  Carolina  in  1954,  moving  to 
Plymouth  the  next  year,  where  he  was  associated  with 
the  Plymouth  Clinic  until  his  death. 

Dr.  Jeter  was  a  member  of  the  Washington  County 
Hospital  staff,  a  past  chairman  of  the  county  Red 
Cross  Blood  Bank,  a  member  of  the  executive  com- 
mittee of  Tidewater  Regional  Blood  Bank,  a  member 
of  the  .American  Academy  of  General  Practice,  the 
American  Medical  Association,  and  the  Medical  Society 
of  North  Carolina.  He  was  president  of  the  Pamlico- 
Albemarle  Medical  Society  in  1962-1963,  of  the  Tri- 
County  Medical  Society  in  1959.  He  had  been  a  member 
of  the  North  Carolina  Traffic  Safety  Council  and  was 
State  Rural  Safety  Council  president  in  1962-1964.  Dr. 
Jeter  was  also  a  member  of  Kappa  Alpha. 

To  this  record  of  service,  the  Pamlico-Albemarle 
Medical  Society  pauses  in  respect.  We  advanced 
through  his  leadership.  We  remember  the  zest  and 
good  will  he  brought  to  our  fellowship.  We  mourn  the 
loss  of  his  buoyant  spirit.  We  are  consoled  by  our 
knowledge  that  his  "story  is  not  graven  only  on 
stone  .  .  .  but  lives  far  away  without  visible  symbol, 
woven  into  the  stuff  of  other  men's  lives." 
C.  D.  Edwards,  M.D. 
Pamlico-Albemarle  Medical  Society 


Reuben  Gray  Tuttle,  Sr.,  M.D. 

WHEREAS,  Doctor  Reuben  Gray  Tuttle,  Sr.,  born 
in  Stokes  County  on  March  30,  1884,  attending  Davidson 
College.  North  Carolina  Medical  College,  and  grad- 
uated from  the  Medical  College  of  Virginia,  was  called 
from  us  by  death  after  several  years  of  declining  health 
on  February  6,  1968,  and 

\VHEREAS,  Doctor  Tuttle  was  the  first  President  of 
the  Medical  Association  of  Stokes  County  and  later  be- 
came a  member  of  the  Forsyth  County  Medical  Society 
in  Winston-Salem,  where  he  did  general  practice  for 
forty  years  following  early  years  of  rural  medicine 
in  Walnut  Cove,  receiving  50-year  certificates  and  pins 
for  services  from  the  Medical  Society  of  North  CaroUna 
and  from  the  City  Memorial  Hospital,  and 

WHEREAS,  Doctor  Tuttle  was  active  in  medical  and 
community  circles,  being  a  member  of  the  American 
Association  of  General  Practioners,  the  Odd  FeOows 
Club.  Oasis  Temple  of  the  Shrine,  and  the  Winston- 
Salem  Shrine  Club,  becoming  a  32nd  degree  Mason, 
be  it 

Resolved,  That  on  behalf  of  the  entire  membership 
of  the  Forsyth  County  Medical  Society,  the  Resolutions 
Committe  adopt  these  resolutions  in  tribute  to  memory 


and  accomplishments  of  oui-  late  fellow  member  and 
colleague,  and  be  it  further 

Resolved,  That  a  copy  of  these  resolutions  be  sent 
to  his  bereaved  wife  and  family,  a  copy  be  filed 
permanently  in  the  Archives  of  the  Medical  Society 
of  North  Carolina,  and  that  the  original  be  entered  into 
the  records  of  Forsyth  Medical  Society. 

Chairman,    Resolutions    Committee 
John  C.  Wiggins,  Jr.,  M.D. 


Claudius  Augustus  Street,  M.D. 

WHEREAS,  Doctor  Claudius  Augustus  Street,  age 
78.  born  in  Avery  County,  North  Carolina,  and  grad- 
uated in  medicine  at  Harvard  Medical  School,  was 
called  from  us  by  death  on  February  2,  1968,  and 

WHEREAS,  Doctor  Street  had  served  as  Forsyth 
County  physician,  president  of  the  staff  of  the  North 
Carolina  Baptist  Hospital,  president  of  the  staff  of  the 
City  Memorial  Hospital,  president  of  the  Forsyth  County 
Medical  Society,  chaii-man  of  Forsyth  County  Board 
of  Health,  professor  of  pediatrics  at  the  Bowman  Gray 
School  of  Medicine,  and  chairman  of  the  Pediatrics 
Section  of  the  North  Carolina  Medical  Society,  and 

WHEREAS,  Doctor  Street  was  also  a  member  of  the 
American  Medical  Association,  the  Pediatrics  Society 
of  North  Carolina,  the  American  Peditrics  Board,  and 
was  a  fellow  of  the  American  Academy  of  Pediatrics, 
be  it 

Resolved,  that  on  behalf  of  the  entire  membership 
of  the  Forsyth  County  Medical  Society,  the  Resolutions 
Committe  adopts  these  resolutions  in  tribute  to  the 
memory  of  our  beloved  late  member  and  colleague, 
whose  attainments  were  outstanding  and  whose  service 
was  ever  faithful,  and  be  it  further 

Resolved,  that  a  copy  of  these  resolutions  be  sent 
to  his  bereaved  wife  and  children:  a  copy  be  filed 
permanently  in  the  Archives  of  the  Medical  Society 
of  North  Carolina;  and  the  original  be  entered  into 
the  records  of  the  Forsyth  County  Medical  Society. 

Chairman,  Resolutions  Committee 
John  C.  Wiggins,  Jr..  M.D. 


Paul    Leslie    Garrison,    M.D. 

Paul  Leslie  Garrison,  the  son  of  Roy  Charles  and 
MalUe  Eskridge  Garrison,  was  born  in  Henderson, 
North  Carolina,  October  5,  1924. 

He  was  a  graduate  of  Wake  Forest  College  and  the 
Bowman  Gray  School  of  Medicine. 

He  served  his  internship  in  medicine  at  Atlantic  City 
Hospital,  Atlantic  City,  New  Jersey.  1950-1951.  His 
residency  was  served  at  North  Carolina  Baptist  Hos- 
pital, 1953-1956.  He  began  the  practice  of  internal  medi- 
cine in  Winston-Salem  in  1956. 

He  served  as  an  enlisted  man  in  United  States  Army 
1944-1946  and  saw  service  in  Europe.  He  served  a 
second  enlistment  in  the  United  States  Army  Medical 
Corps  1951-1953  and  did  research  on  malaria. 

By  hard  work  and  a  gentle  approach  to  all  people  he 
built  up  a  large  practice  of  grateful  patients. 

He  was  a  deacon  of  the  Wake  Forest  Baptist  Church, 
a  member  of  Forsyth  Country  Club,   and  at  medical 
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school  belonged  to  Phi  Chi  Fraternity. 

Dr.  Garrison  was  an  associate  of  the  American  Col- 
lege of  Physicians  and  a  member  of  the  Forsyth 
County  Medical  Society,  the  North  Carolina  Medical 
Society,  and  the  American  Medical  Association,  and 
was  president  of  Southern  Section  of  American  College 
Health  Association. 

He  is  survived  by  his  wife,  the  former  Barbara 
Bingham  of  Lexington,  North  Carolina;  one  daughter, 
Elizabeth;  and  two  sons,  Paul  Leslie,  Jr.,  and  Roy 
Charles,  to  all  of  whom  he  was  devoted. 

This  modest  and  dedicated  man  of  medicine  will  be 
greatly  missed  by  his  many  friends  both  in  and  out  of 
the  profession,  his  numerous  patients,  and  his  family. 

Now,  WHEREAS,  his  Creator  has  seen  fit  to  remove 
Dr.  Paul  Leslie  Garrison  from  us  by  a  dissecting 
aneurysm  on  the  23rd  of  November.  1967,  the  Forsyth 
County  Medical  Society  does  hereby  express  deep 
regret  at  his  passing  and  extends  sympathy  to  his 
wife  and  children,  and  does  hereby 

Resolve,  That  a  copy  of  this  expression  be  sent  to 
his  wife  and  to  the  Archives  of  the  Medical  Society  of 
North  Carolina,  and  that  the  original  be  entered  into 
the  records  of  Forsyth  Medical  Society. 


New  Borden  Product  for  Gall  Bladder,  Tests 
Gall  bladder  patients  facing  a  series  of  tests  have 
often  had  to  eat  an  unpalatable  fatty  meal  prior  to  x-ray 
examination.  The  Pharmaceutical  Division  of  the 
Borden  Company  plans  to  help  solve  this  problem  with 
a  tasty,  new  high  fat  milk-based  liquid  dietary  food 
X-Nog.  The  product  was  designed  to  quickly  empty  the 
gall  bladder  in  preparation  for  x-ray  examination. 

The  fat  meals  previously  used  in  hospitals  are  some- 
times inconvenient  to  prepare,  and  may  require  re- 
frigeration or  transport  from  one  part  of  the  hospital 
to  another.  Commercially  prepared  powders  require 
stirring-  to  mix  in  the  powder  and  liquid  emulsions  of 
oil  may  be  nauseating  to  the  patient. 

X-Nog  is  quick  acting,  15  to  20  minutes,  and  has  a 
pleasant  taste  and  aroma.  It  is  available  to  hospitals 
and  radiologists  in  eight  ounce  double  dose  cans  packed 
24  to  the  case. 


Classified  Advertisements 

FORSYTH  MEDICAL  PARK,  WINSTON-SALEM:  Cus- 
tom designed  suites  for  specialists  and  general  prac- 
titioners in  exclusive,  new  2-story  buildings;  ample 
parking.  Adjoining  600-bed  Forsyth  Memorial  Hos- 
pital. West-side  location  convenient  to  N.  C.  Baptist 
Hospital,  E.xpressways;  5  minutes  to  downtown.  Write 
Hanes  Properties,  Inc.,  Suite  No.  658,  1900  S.  Haw- 
thorne Rd. 

PHYSICIANS  WANTED  for  four  man  group  emergency 
room  coverage,  250  bed  hospital  expanding  to  375  beds. 
Guaranteed  minimum  income  $24,000  annually,  42 
hour  work  week,  30  days  vacation  annually,  with 
hospital  providing  relief  for  vacation  period.  Contact 
Administrator   High    Point   Memorial   Hospital,    High 

,   Point,  N.  C.  MA 

"PHYSICIANS  WANTED"— for  fuU  time  emergency 
room  practice,  5-man  group,  424-bed  general  hospital 
with  medical  school  affiliation,  income  from  profes- 
sional fees  to  patients  with  guaranteed  minimum  of 
20,000,  no  expense,  average  40-hour  week  with  time 
for  living,  family,  vacations.  Call  or  write  Harold 
L.  Bettis,  Director,  Moses  Cone  Hospital,  Greensboro, 
N.  C.  27405.  FMA 

WANTED:  One  or  two  doctors  for  family  practice  for 
area  of  6,000  people  in  piedmont  section  of  N.  C. 
Complete  office  facilities  available.  Practice  good  for 
a  net  of  $50,000  plus  a  year.  Contact  C.  C.  Wheeler, 
Pr..  Creedmoor  Drug  Co.,  Creedmoor,  N.  C.  27522. 
PHONE  992-3781  —  Night  PHONE:  992-9091.  FMA 

Partner  urgently  needed  to  associate  with  37  year  old 
G.P.  to  replace  partner  leaving  the  state.  Very  busy 
dual  practice  in  North  Carolina's  largest  city.  Ex- 
cellent hospital  and  office  facilities.  Fine  medical 
community.  Exceptional  financial  opportunity.  Hos- 
pital privileges  require  one  year  any  type  residency. 
Reply:  C.  O.  Chrysler,  3319  Gresham  Place,  Charlotte, 
North   Carolina.   28211  TF 


Winston-Solem       Greensboro 
•a    g* 


Raleigh 

O 


Charlotte* 

a 


MATERNAL    DEATHS    REPORTED    IN    NORTH   CAROLINA 
SINCE     JANUARY    1.   1968 

Eoch   dot  represents  one  death 


Wilmington 


i 

L 


NORTH  CAROLINA 


April,  1968 
Vol.  29,     No.  4 


STArf^ 


PUBLISHED  MONTHLY  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NORTH  CA)t6LVN 


I  cJnt6LVNC  , 


IN  THIS  ISSUE: 


II 


EAlru    --^'0^^  OF 
The    Tuberculis    Test    in    North    Carolina  ^'^^^/?> 


W.  Harold  Gentry,  M.D. 


V^lff^' 


>tUmi^ 


(jUiji^yiicry^ 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


TABLE  OF  CONTENTS.  PAGE  II 


Dilantin 

(diphenylhydantoin) 


PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a  substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy,  fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  IVlacrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a  syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 
Parke,  Davis  &  Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
Identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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The    Tuberculin    Test:    Its    Use    and    Interpretation 

studies  of  North  Carolina  Adults  axd  Children 
W.  H.  Gentry,  M.D. 


Traditionally,  the  tuberculin  test  has  been 
considered  one  of  the  most  specific  of  the 
skin  tests  available  for  clinical  use,  and 
reaction  of  any  size  has  long  indicated  in- 
fection with  tubercle  bacilli.  In  recent  years 
much  information  has  accummulated  to  chal- 
lenge the  validity  of  this  long-held  belief. 
Palmer,'  in  his  extensive  woi'k  with  the  U.  S. 
Public  Health  Service,  stood  among  the  first 
to  suggest  that  agents  other  than  tubercle 
bacilli  could  be  responsible  for  much  of  the 
low-grade  sensitivity  to  tuberculin  noted  in 
some  parts  of  this  country.  Edwards  and 
Smith,-  in  the  Pamlico  county  (North  Caro- 
lina) survey,  found  a  high  incidence  of  skin 
sensitivity  to  a  number  of  antigens  prepared 
separately  and  comparably  from  different 
strains  of  acid-fast  bacilli,  including  tubercle 
bacilli.  Experimental  studies  in  animals" 
have  demonstrated  frequent  cross-sensitivity 
between  those  infected  with  atypical  acid- 
fast  bacilli  and  with  Mijcobacterium  tuber- 
culosis. 

These  facts  neither  invalidate  the  tuber- 
culin test,  nor  make  it  necessarily  unreliable. 
Proper  use  and  interpretation  enhance  its 
value  as  a  diagnostic  tool  in  the  tuberculosis 
program.  Since  many  people  receive  anti- 
tuberculosis drugs  on  the  basis  of  their  re- 
sponse to  tuberculin,  it  becomes  increasingly 
desirable  that  the  uses  and  limitation  of  this 
test  are  generally  understood. 

This  report  concerns  three  studies  relating 
the  size  of  the  tuberculin  reaction  to  possible 
infection  with  tubercle  bacilli  and  or  other 
mycobacteria. 

Tuberculin  Surveij — Adult 
Five      hundred       ninety-two      apparently 


healthy  adults  employed  by  an  industrial 
plant  in  south  central  North  Carolina  (J.  P. 
Stevens  &  Co.,  Inc..  Aberdeen  plant),  in  co- 
operation with  Moore  county  Health  Depart- 
ment and  Moore  county  Tuberculosis  Asso- 
ciation, were  tested  intradermally  (Man- 
toux  method)  with  0.1  cc  of  intermediate 
strength  (5  TU  Units)  PPD-S  prepared 
from  human  tubercle  bacilli  and  an  equiva- 
lent amount  of  antigens  (tuberculins)  pre- 
pared similarly  from  each  of  three  strains  of 
atypical  acid-fast  bacilli— PPD-Y,  PPD-G, 
and  PPD-B.  Antigens  from  each  of  the  three 
strains  were  prepared  in  the  manner  used 
in  preparing  PPD-S  from  human  tubercle 
bacilli.  Each  person  received  four  injections 
at  the  same  time  in  different  sites  (two  on 
each  arm) ,  and  results  were  interpreted  48 
hours  later  by  the  individual  who  gave  the 
tests.  Those  reacting  with  an  area  of  indura- 
tion of  5  mm  or  more  in  diameter  to  any  one 
or  more  of  the  antigens  were  advised  to  have 
an  x-ray  of  the  chest. 
Results 

A  total  of  347  persons  reacted  to  one  or 
more  of  the  four  antigens,  as  shown  in  Table 
1.  The  remaining  245  failed  to  react  to  any 
of  the  tests.  The  highest  number  of  sub- 
jects reacted  to  PPD-G  (57%)  ;  the  lowest 
number  to  PPD-Y  (8.5'c ).  Eighteen  persons 
yielded  reactions  of  20  mm  or  more,  and  12 
of  these  were  in  response  to  PPD-S ;  four 
to  PPD-G  and  two  to  PPD-Y.  The  six  sub- 
jects having  these  large  reactions*  to  the 
atypical  antigens  were  among  the  tuberculin 
reactors.  In  general,  the  larger  reactions 
tended  to  occur  with  PPD-S.  Although  only 
8.5'''('    of  the  entire  group  tested  reacted  to 


From    Nortli    Carolina    Sanatorium.    McCain,    N,    C. 


*For  tlie  purposes  of  Uiis  report,  tiie  term  "reaction"  re- 
fers to  tlie  area  of  induration. 
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Table  1 

Total  Number  Of  Reactors  To  All  Antigens 

(Smni  Minimal  Size) 

Number  of  Reactors 


Reaction 

Group 

Total 

PPD-S 

*PPD-Y 

**PPD-G 

***PPD-B 

No 

Adults 

592 

72  (12%) 

51  (8.5%) 

341  (57%) 

223  (37%) 

245  (41%) 

1st  Grade  (6  Years) 

120 

6  (5%) 

1  (0.8%) 

40  (33%) 

34  (28%) 

4th  Grad  (10  Years) 

133 

2  (1.5%) 

0 

41  (31%) 

72  (54%) 

9th  Grad  (15  Years) 

108 

9  (10%) 

6  (5%) 

71  (70%) 

73  (70%) 

School  (All  Grades) 

1,063 

86  (9%) 

*PPD-Y:  M.  Kansasii,  Atypical,  Group  I,  Photochromogen. 

**PPD-G:    Gaus   strain,   Atypical,   Group    II,    Seotochromogen. 

*=!■*  PPD-B;   Battey  strain.  Atypical,  Group  III,  Nonphotocliromcgen. 


PPD-Y,  half  of  those  fell  into  the  group 
responding  to  human  tuberculin.  {M.  Kan- 
sasii is  considered  to  be  more  closely  related 
to  M.  tnbe.fculosis  antigenically  than  the 
other  atypical  groups).  In  the  group  of  72 
reactors  to  human  tuberculin,  24  responded 
to  all  four  antigens,  34  to  three,  and  10  to 
two,  and  four  reacted  to  PPD-S  only.  Obser- 
vations on  a  second  group  (children)  appear 
in  Tables  1  and  2  for  comparative  purposes. 
Of  prime  interest  is  the  group  of  72  per- 
sons (12%  of  the  total)  responding  to  PPD- 
S.  They  were  distributed  into  two  groups 
according  to  the  size  of  the  tuberculin  reac- 
tion, with  12  mm.  being  the  dividing  point. 
Of  the  group  reacting  with  12  mm.  or  more, 
as  shown  in  Table  2,  the  response  in  70% 
was  greatest  to  PPD-S  (with  smaller  reac- 
tions to  the  atypical  antigens).  In  only  15% 
of  the  PPD-S  reactive  people  was  the  largest 
reaction  attributable  to  one  of  the  atypical 
antigens.  Among  those  reacting  less  than 
12  mm.  the  largest  reaction  occurred  to  one 
or  more  of  the  typical  antigens  in  three- 
fourths  of  the  cases  presented  (Table  2). 
Only  12%  had  the  largest  reaction  to  human 
tuberculin.  It  would  appear  that  at  least  70' . 
of  those  who  had  large  reactions  to  tubercu- 
lin (12  mm.  or  larger)  probably  had  tuber- 
culous infection.  (Animals  inoculated  with  a 
specific  strain  of  acid-fast  bacilli  that  present 
cross-sensitivity  will  nonetheless  give  the 
largest  reaction  to  the  homologous  antigen 
when  several  different  antigens  are  used. 
Clinical  observations  indicate  that  this  pat- 
tern of  skin  sensitivity  probably  holds  true 
in  humans).^'"'  The  other  30' ^  could  have 
infections   with   both   the  atypical   acid-fast 


Table  2 


Tuberculin  Reations 

Largest  Rcatcions  to  Various  Antigens  When  Reaction 

to  PPD-S  Was  12mm.  Or  Larger 


Largest        Equal 

Largest     Reaction,     Reaction 

Reaction,       Atyp.        PPD-S  & 

Group                Total 

PPD-S           Ag.         Atyp.  Ag. 

Adult                     27 

19  (70%)      4  (15'/  )      4   (157p) 

Children                3 

3                   0                   0 

Largest  Reactions  to  Various  Antigens  When  Reaction 

To  PPD-S  Was  Less  Than  12mm 

Adult                     45 

6  (12%)      33  (75%)      6  (12%) 

Children               14 

0                 13                 1 

bacilli  and  M.  tuberculosis,  or  the  results 
could  represent  a  cross-reaction  with  one  of 
the  atypical  infections.  Conversely,  75%  of 
those  persons  in  the  group  having  reactions 
to  PPD-S  of  less  than  12  mm  probably  were 
infected  with  a  strain  or  strains  other  than 
tubercle  bacilli.  In  the  remaining  25 '(  with 
small  reactions  to  all  of  the  antigens,  the 
specificity  of  the  reaction  to  PPD-S,  and  per- 
haps less  so  to  the  atypical  antigens,  is  ques- 
tionable. It  is  possible  that  these  latter  in- 
dividuals may  have  had  an  acid-fast  infec- 
tion for  which  the  specific  antigen  was  not 
used  and  that  most  of  these  small  reactions 
represented  ci-oss-reactions.  The  other  pos- 
sibility is  that  they  represented  dormant  in- 
fections in  which  the  individual's  sensitivity 
to  the  antigens  was  at  a  low  ebb. 

Two  hundred  forty-three  of  the  347  posi- 
tive reactors  had  chest  x-rays.  All  but  14 
were  interpreted  as  normal,  and  none  of  the 
14  showed  evidence  of  active  tuberculosis. 

An  effort  was  made  to  relate  the  atypical 
antigen  reactors  to  possible  contact  with 
certain  domestic  animals,  such  as — chickens, 
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cows  and  swine;  but  no  definite  correlation 
could  be  established. 

Study  of  a  School  Popidatio)! — Cdiildren 

In  February,  1966,  a  tuberculin  testing- 
survey  was  conducted  in  a  school  in  south- 
eastern North  Carolina  (Bladenboro  High 
School  in  cooperation  with  Bladen  county 
Health  Department)  located  in  an  area  from 
which  12  active  cases  of  tuberculosis  had 
been  reported  during  the  preceding  12 
months.  Altogether  1,528  students  under- 
went testing,  465  of  them  receiving  the  four 
tests,  simultaneously,  and  the  other  1,063 
PPD-S  only.  Those  receiving  the  four  an- 
tigens at  the  same  time  were  tested  in  the 
manner  described  above  for  adults.  These 
children  were  about  equally  divided  between 
the  first,  fourth  and  ninth  grades.  Those 
having  a  reaction  of  5  mm  or  more  to  any  one 
or  more  of  the  antigens  were  advised  to  have 
chest  x-rays. 

Results 

Analysis  of  results  in  the  group  receiving 
four  antigens  showed  a  pattern  similar  to 
that  noted  with  the  adults  (Table  1).  The 
three  students  with  a  reaction  to  PPD-S  of 
12  mm.  or  larger  had  the  largest  size  reac- 
tions in  this  group.  In  those  having  reactions 
to  PPD-S  measuring  less  than  12  mm, 
(Table  2),  the  largest  occurred  in  response 
to  one  or  more  of  the  atypical  antigens. 
However,  the  numbers  in  these  groups  were 
small  and  their  statistical  significance  may 
be  questioned. 

The  results  of  the  testing  of  the  1,063 
students  with  PPD-S  only  are  shown  in 
Table  3.  It  is  obvious  from  this  table  that 

Table  3 
Tuberculin  Reactors  (to  PPD-S  Only)  in  School  Children 
According  to  Size  of  Reaction 

Size                                      Number  Percent 

3  mm  or  more                          107  10 

5  mm  or  more                           86  9 

12  mm  or  more                           11  1 

15  mm  or  more                            9  0.9 

Total  number  of  children  tested.  1,063. 

the  minimal  reaction  used  to  determine 
which  children  have  tuberculous  infection  is 
of  considerable  importance.  If  the  traditional 
5mm.  minimal  size  is  used  as  the  criterion. 


appi'oximately  9',o  of  the  children  would  be 
considered  to  be  infected  with  M.  tubercu- 
losis. On  the  other  hand,  if  12  mm  is  con- 
sidered for  this  purpose,  only  15' c  of  the 
school  population  would  be  so  classified.  In 
view  of  the  widespread  prevalence  of  in- 
fection with  atypical  acid-fast  bacilli  in  this 
geographic  area  and  the  evidence  of  exten- 
sive low-grade  cross-sensitivity  with  tuber- 
culin, the  latter  figure  is  probably  more  ac- 
curate. A  more  detailed  follow-up  study  in- 
dicated that  most  of  this  latter  group  either 
had  a  history  of  earlier  contact  or  had  been 
treated  for  primary  tuberculosis.  Most  of  the 
students  having  a  positive  reaction  to  any 
one  of  the  tests  received  an  x-ray  examina- 
tion of  the  chest.  By  this  means  none  showed 
evidence  of  active  tuberculosis. 

Retrospective  Study  of  Children  on 

Pediatric  Service  at 

North  Carolina  Sanatorium 

The  size  of  the  tuberculin  reaction  of  187 
consecutive  patients  admitted  to  the  hospital 
between  July  1,  1964  and  June  30,  1966  was 
correlated  with  the  diagnosis  of  tuberculosis 
and  other  diseases.  One  hundred  thirty-five 
of  the  187  patients  admitted  had  a  definite 
diagnosis  of  tuberculosis.  The  size  of  reac- 
tion was  arbitrarily  categorized  as  follows : 
large — 15  mm  or  more;  medium — 10-14  mm; 
small — less  than  10  mm ;  a  fourth  category, 
"not  specified,"  was  also  used.  Most  of  the 
reactions  were  in  response  to  intermediate 
strength  PPD-S  (5  TU).  although  a  few 
represent  results  obtained  with  first  and 
second  strength  concentrations. 
Results 

Of  135  children  with  tuberculosis  in  the 
group.  122  had  large  reactions  and  only  four 
had  reactions  measuring  from  10  to  14  mm. 
Of  the  5  with  tuberculosis  whose  reactions 
measured  less  than  10  mm,  2  were  receiving- 
steroid  therapy,  which  is  known  to  make  the 
tuberculin  test  unreliable ;  1  was  seriously 
ill  with  miliary  tuberculosis  and  thus  par- 
tially anergic;  and  2  had  infections  with 
atypical  mycobacteria. 

On  the  other  hand,  the  52  children  clas- 
sified as  nontuberculous  gave  no  large-sized 
reaction.  Eight  had  reactions  of  medium 
size  and  10  had  small  reactions.  It  was  reccg- 
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Table  4 

Tuberculin   Reactions   in   187   Patients  Admitted   to 

Pediatric  Ward,  N.  C.  Sanatorium,  McCain,  N.  C. 

July  1,  1964— June  30,  1966 

Patients  Patients 

with  without 

Size  of  Reaction  Tuberculosis        Tuberculosis 

Large  1 15  mm  or  morei  122  0 

Medium  (10-14  mm)  4  8 

Small  (Less  than  10  mm)  5  10 

Not  specified  4  0 

nized  that  these  children  with  the  medium 
and  small  reactions  could  not  be  definitely 
excluded  from  the  tuberculosis  column.  How- 
ever, the  history,  clinical  findings  response 
to  therapy,  x-ray  changes,  etc.,  was  nearly 
always  helpful  in  determining  the  diagnosis. 
Thus  a  child  with  active  disease  will  have  a 
large  tuberculin  reaction  (15  mm  or  more) 
in  more  than  90%  of  the  cases,  unless  he 
has  been  under  steroid  therapy  or  is  anergic 
for  other  reasons.  Experience  at  the  North 
Carolina  Sanatorium  and  other  tuberculosis 
hospitals  indicates  that  this  rule  is  less  re- 
liable for  adults,  particularly  those  of  mid- 
dle age  and  older. 

Comment 

The  question  naturally  arises  as  to  the 
minimal  size  reaction  which  can  be  taken 
to  indicate  infection  with  M.  tuberculosis. 
Obviously,  this  question  cannot  be  answered 
in  absolute  terms  because  of  the  many  var- 
iable factors.  The  results  of  these  studies  in- 
dicate that  a  minimal  reaction  of  between 
12-15  mm  in  persons  under  20  years  of  age 
would  include  more  than  90%  of  those  with 
tuberculous  infection.  Most  persons  with 
active  infection  in  this  age  group  have  a 
more  severe  reaction.  (The  U.  S.  Public 
Health  Service  has  shown  that,  among  sana- 
torium patients  with  tuberculous,  the  me- 
dian-sized tuberculin  response  to  the  5  TU 
is  15-16  mm.  These  figures  are  based  pri- 
marily on  an  adult  population) . 

In  my  experience,  the  following  general 
rule-of-thumb  has  proved  useful : 

1.  Children  and  adults  who  have  a  tuber- 
culin reaction  of  less  than  12  mm  of  indura- 
tion when  tested  by  the  Mantoux  method  us- 
ing intermediate  strength  PPD  (or  compar- 
able reactions  by  other  methods),  who  do 
not  have  a  history  of  household  contact  or 


other  close,  extended  exposure  to  an  active 
case  of  tuberculosis,  and  who  are  without 
x-ray  evidence  of  tuberculous  disease  can 
be  presumed  to  be  responding  in  "cross-re- 
action" with  other  agents  such  as  the  atypi- 
cal acid-fast  bacilli,  and  not  because  of  tuber- 
culous infection. 

2.  A  12  mm  or  larger  reaction  to  PPD-S 
(Mantoux)  may  be  presumed  to  indicate  tu- 
berculous infection  in  three-fourths  or  more 
of  the  healthy-appearing  persons  who  react 
to  the  test.  This  infection  may  be  (1)  totally 
inactive,  (2)  quiescent,  or  (3)  active;  or,  as 
is  true  in  most  instances,  it  may  never  have 
reached  a  point  sufficient  to  produce  a  sign 
or  .symptom  that  can  be  detected  by  x-ray, 
physical  examination,  or  procedure  other 
than  the  tuberculin  test.  It  is  estimated  that 
only  3'v  of  such  people  develop  active  or  de- 
tectable tuberculosis  in  the  course  of  their 
lifetime. 

Some  reactions  in  the  12-15  mm  range 
may  represent  cross-reactions  with  infec- 
tions caused  by  atypical  acid-fast  bacilli. 
Preferably,  persons  with  the  medium  and 
small  reactions  (5-15  mm)  should  be  re- 
tested  with  intermediate  strength  PPD-S 
separately  and  simultaneously  with  equi- 
valent amounts  of  antigens  prepared  from 
the  atypical  strains.  Since  these  antigens 
are  not  generally  available,  this  program 
is  not  practical.  However,  a  repetition  of  the 
tuberculin  test  using  intermediate  strength 
PPD-S  at  six  weeks  and  again  at  three 
months  will  usually  yield  the  essential  in- 
formation. If  the  succeeding  tests  are  nega- 
tive, or  the  size  of  the  reaction  has  not 
changed  significantly  (5  mm)  or  is  under  12 
mm,  the  possibility  that  the  subject  has  a 
tuberculous  infection  is  fairly  remote. 

3.  Since  it  may  require  a  month  or  six 
weeks  after  acquiring  bacilli  to  develop  hy- 
persensitivity to  tuberculin,  a  repeat  test 
is  advised  for  all  those  who  have  a  nega- 
tive response  at  the  time  known  contact  is 
broken.  This  should  be  done  at  about  six 
weeks  and  again  at  three  months  following 
the  last  exposure.  As  an  added  safety  factor 
for  infants  and  small  children  (six  years 
and  under)  with  known  household  exposure, 
most  authorities  consider  any  size  of  reac- 
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tion  in  these  individuals  to  indicate  tuber- 
culous infection  until  adequate  evidence  is 
available  to  indicate  otherwise.  This  evidence 
can  usually  be  obtained  by  the  serial  testing 
at  six  weeks  and  three  months  following  the 
last  exposure. 

In  older  childi'en  and  adults  with  known 
exposure  to  infectious  tuberculosis  (with- 
out x-ray  evidence  of  disease)  who  do  not 
respond  to  skin  tests,  or  have  small  reac- 
tions (5-11  mm),  serial  testing  should  also 
be  carried  out,  preferably  at  six  weeks  and 
three  months  after  the  last  exposure.  If  the 
reaction  to  the  repeat  test  is  negative  or 
small  (5-11  mm)  at  the  end  of  three  months, 
these  persons  are  probably  free  of  tubercu- 
lous infection.  If  a  small  reaction  develops 
within  the  three-month  period,  additional 
serial  testing  should  be  done.  If  these  latter 
tests  show  a  significant  increase  in  size  of 
reaction  (5  mm  or  more)  and  reaches  a  size 
of  12  mm.  or  larger,  it  can  be  presumed  that 
tuberculous  infection  is  present.  If  the  reac- 
tion reverts  to  negative  or  is  less  than  12 
mm,  it  can  be  assumed  that  the  response 
represented  a  cross-reaction  and  that  tuber- 
culous infection  is  not  present. 

4.  Adults,  especially  older  people  with  ex- 
tensive x-ray  evidence  of  pulmonary  dis- 
ease and  without  a  definite  etiologic  diag- 
nosis, should  undergo  differential  skin  test- 
ing with  atypical  acid-fast  antigens  and 
PPD-S.  While  a  reaction  of  12  mm  or  more 
to  PPD-S  may  be  presumptive  evidence  of 
tuberculous  infection,  a  smaller  or  even  a 
negative  response  to  PPD-S  alone  does  not 
necessarily  rule  out  infection  with  tubercu- 
losis in  these  older  people.  In  most  cases  a 
reaction  to  any  of  the  atypical  antigens  that 
is  significantly  greater  than  the  reaction  to 
PPD-S  signifies  infection  with  one  of  the 
atypical  strains,  and  indicates  that  the  reac- 
tion to  PPD-S  was  either  a  cross-reaction 
or  was  indicative  of  a  dormant  focus.  Such 
reactors  might  well  be  kept  under  at  least 
occasional  observation. 

The  larger  the  reaction  to  tuberculin,  the 
more  likely  it  is  to  represent  tuberculous  in- 
fection. Conversely,  the  smaller  the  reaction, 
the  greater  the  likelihood  that  it  represents 
a  cross-reaction  with  an  atypical   infection 


which  is  so  prevalent  in  this  part  of  the 
country.  Persons  with  similar  reactions  to 
PPD-S  and  an  equivalent  amount  of  an 
atypical  antigen  may  have  an  infection  with 
both  tubercle  bacilli  and  an  atypical  strain. 
On  the  other  hand,  it  should  be  remembered 
that  occasionally  an  extensive  reaction  (15 
mm  or  more)  occurs  in  response  to  one  of 
the  atypical  antigens,  particularly  to  PPD-Y 
or  PPD-G. 

It  is  well  known  that  the  size  of  a  tuber- 
culin skin  reaction  wanes  with  the  passage 
of  time.  Presumably  this  change  reflects  de- 
creased metabolic  activity  of  the  infecting 
bacilli  or  thickening  of  the  fibrosis  imbed- 
ding the  invaders,  or  both.  Thus,  the  degree 
of  response  in  some  individuals  with  an  inac- 
tive infection  may  decrease  over  a  period  of 
months  or  years,  while  those  who  harbor 
active,  metabolizing  bacilli  or  who  get  re- 
peated infections  tend  to  maintain  a  rela- 
tively high  degree  of  sensitivity.  Those  with 
an  inactive  infection  and  a  small  reaction 
will  have  a  markedly  increased  tuberculin 
response  if  and  when  an  old,  inactive  lesion 
becomes  active  again  or  a  new  infection  is 
acquired. 

Variability  of  the  tuberculin  reaction  is 
more  frequent  in  adults,  particularly  those 
of  middle  age  and  older,  than  in  children. 
Many  old  people  with  active  tuberculosis  are 
relatively  anergic.  This  seems  to  occur  more 
frequently  in  persons  with  atrophic  skin  and 
among  those  in  a  somewhat  debilitated  state 
of  health.  Persons  receiving  steroid  therapy 
usually  react  unreliably  to  tuberculin.  It  is 
also  true  that  persons  with  sarcoid,  Hodg- 
kin's  disease,  possibly  some  of  the  viral  dis- 
eases, such  as  mumps  or  chicken  pox,  and 
those  in  the  terminal  stages  of  any  chronic 
illness,  including  tuberculosis,  may  fail  to 
react  to  tuberculin. 

Anyone  performing  a  tuberculin  test 
should  be  aware  of  the  many  pitfalls  in 
store.  These  can  vary  with  the  method  em- 
ployed, the  materials  used,  and  the  care  exer- 
cised in  giving  the  test  and  measuring  the 
reaction.  For  instance,  if  the  Mantoux  test 
is  given  subcutaneously,  one  may  get  a  false- 
negative  response.  On  the  other  hand,  a 
reading  of  erythema  may  be  mistaken  for 
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induration,  unless  the  area  is  carefully  pal- 
pated and  measured — with  a  ruler.  Esti- 
mates of  the  size  of  a  reaction  may  vary  as 
much  as  5  mm  or  more  by  subjective  inter- 
pretation. When  there  is  doubt  about  the 
size  of  a  reaction,  one  should,  when  pos- 
sible, get  a  separate  and  independent  meas- 
urement by  another  person  competent  in 
reading  tuberculin  tests.  This  becomes  im- 
portant when  one  is  attempting  to  deter- 
mine by  serial  testing  any  significant  change 
in  the  size  of  reaction  over  a  period  of  time. 

The  question  frequently  arises  about  the 
efiicacy  of  some  of  the  newer  methods  of 
tuberculin  testing,  such  as — the  Tine,  the 
Heaf,  or  the  jet  injector,.  If  these  tests  are 
carefully  used  by  persons  who  understand 
the  proper  technique,  they  are  reliable 
screening  procedures.  Severe  reactions  are 
usually  specific,  while  the  smaller  ones  are 
probably  due  to  cross-reactions.  One  of  the 
chief  disadvantages  of  the  multiple  punc- 
ture and  other  newer  methods  is  the  in- 
ability to  measure  the  exact  amount  of  tuber- 
culin administered.  Thus  most  authorities 
suggest  that  reactors  to  these  tests  be  re- 
tested  by  the  Mantoux  method  where  doubt 
exists  I'egarding  their  significance.  The 
Patch  test  is  seldom  employed  because  of  the 
difiiculties  relating  to  keeping  the  patch  in 
the  proper  position  for  the  specified  time  and 
its  doubtful  reliability  where  the  allergic 
response  of  the  individual  is  not  very 
marked. 

Summary 

Three  tuberculin  testing  surveys  are  re- 
ported, relating  the  size  of  tuberculin  reac- 
tion to  possible  infection  with  M.  tuhercn- 
losis  and  the  atypical  acidfast  bacilli.  The 
latter  are  prevalent  in  central  and  eastern 
North  Carolina.  Information  is  presented 
which  indicates  that  tuberculin  skin  reac- 
tions to  PPD-S  (Mantoux  5  TU)  of  less  than 
12  mm  are  probably  due  to  cross-reactions 


with  the  atypical  acid-fast  bacilli  in  more 
than  75 ',r  of  persons  reacting  to  the  test.  On 
the  other  hand,  75 'f  or  more  of  those  with 
a  reaction  of  12  mm  or  more,  or  with  vesicle 
formation,  or  necrosis,  probably  have  tuber- 
culous infection.  In  persons  under  20  years 
of  age  with  active  tuberculous  infection,  the 
tuberculin  reaction  will  usually  be  much 
larger  in  the  vast  majority  of  cases. 

In  routine  surveys  and  in  persons  with 
no  evidence  of  pulmonary  disease,  it  is  sug- 
gested that  12  mm  be  the  minimal  size  reac- 
tion that  is  considered  indicative  of  tuber- 
culous infection,  rather  than  the  5  mm.  size 
which  has  been  traditional.  In  those  cases 
in  which  doubt  exists  regarding  the  signifi- 
cance of  the  reaction,  serial  testing  is  indi- 
cated. The  importance  of  accurate  measure- 
ment of  the  reaction  with  a  ruler  and  proper 
recording  of  this  information  is  emphasized. 
This  becomes  more  important  when  serial 
testing  is  done  to  determine  significant 
change  in  the  size  of  reaction. 
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How    Much    Does    Family    Planning    Cost? 

Jaroslav  F.  Hulka,  M.D. 


The  following-  figures  have  been  compiled 
to  compare  the  costs  incurred  by  a  com- 
munity when  it  assumes  different  levels  of 
responsibility  for  reproduction  in  a  given 
family.  The  term  "community"  includes  the 
county,  state,  and  federal  community  as  well 
as  the  community  of  physicians,  who  are 
often  called  upon  to  donate  their  services. 
The  hypothetical  patient  discussed  was  se- 
lected because  the  consensus  of  physicians 
is  that  birth  control  should  be  instituted  in 
this  fairly  typical  situation. 

Mary  Jones  is  30  years  old,  has  three  chil- 
dren, receives  welfare  payments,  and  wants 
no  more  children.  The  community  has  a 
number  of  choices  regarding  the  future  wel- 
fare of  this  family. 

The  Cost  of  Covtraceptiov 
One  choice  is  to  attempt  to  prevent  sub- 
sequent pregnancies  by  medical  or  mechani- 
cal means.  The  cost  of  contraception  is  shown 
in  Table  1.  In  round  figures,  the  community 

Table  1 
The  Cost  of  Contraception 

A.  First  year   i physician's  fee,  nurse, 

Minimum  Maximum 
overhead,  cost  of  pills  or  lUD,  etcJ  $20V.2       $50-^ 

B.  Cost  per  year  of  follow-up   (check- 
ups, $10  for  pills^v"')  $5-$10 
Fifteen  years  of  follow-up  until  pa- 
tient reaches  menopause  75  225 


Total 


$95  $275 


assuming  this  responsibility  is  obligated  to 
spend  from  $100  to  $300  per  patient  in  pre- 
venting pregnancies. 

In  North  Carolina,  there  are  an  estimated 
212,000  medically  indigent  women  needing 
contraceptive  advice.  Only  10''r-20'^<  of 
these  women,  however,  usually  avail  them- 
selves of  birth  control  methods  at  standard 
clinics.''-''  For  example,  in  1966  only  9,232 
new  patients  appeared  throughout  all  North 
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Carolina  Health  Departments  for  family 
planning. ""^  Moreover,  about  20% -25 7'^  of 
these  drop  out  of  such  programs  in  one  year, 
and  about  40%  discontinue  any  method  in 
five  years."''  In  North  Carolina,  about  7,200, 
or  78'.  of  the  new  patients  continued  in  fol- 
low-up attendance  at  these  clinics  the  first 
year.'*^  In  five  years,  about  10-20  thousand 
of  all  needy  women  would  remain  on  a  con- 
traceptive program.  Among  those  that  use 
intrauterine  devices,  at  least  6%  will  have 
become  pregnant  in  five  years."''  Thus,  al- 
though the  cost  of  contraception  is  compara- 
tively low,  so  is  its  effectiveness. 
SteriUzation 
Let  us  now  look  at  the  cost  of  providing 
sterilization    (Table  2). 

Table  2 
The  Cost  of  Postpartum  Sterilization* 

Minimum        Maximum 

A.  Added  operating-  room  usage'^ 

medication  $  50  $100 

B.  Physician's  servicers  150  200 

C.  Average  of  4  additional  hospital 

days  (at  $50  per  day)"  200  200 


Total 


$400 


$500 


One    to    three    days    following    delivery. 


By  assuming  the  financial  responsibility  of 
postpartum  sterilization,  we  have  obligated 
the  community  to  about  the  same  range  of 
cost  as  for  postpartum  planning.  Among 
women  in  their  thirties  with  three  or  more 
children,  between  30%-50%  would  utilize 
postpartum  sterilization  as  a  method  of 
family  control  if  it  were  offered.'-"'  In  North 
Carolina  about  5,300  babies  are  born  each 
year  to  indigent  women  aged  30  or  over 
with  three  or  more  children."'  Two  out  of 
three  of  these  indigent  women  are  white,'" 
a  fact  which  should  eliminate  any  criticism 
that  these  efforts  would  be  racially  directed. 
Assuming  that  less  than  half  of  these  women 
want  sterilization,  the  community  would  as- 
sume an  obligation  of  about  one  million  dol- 
lars a  year  to  provide  them  with  this  pro- 
cedure. In  five  years'  time,  about  the  same 
number  could  be  sterilized   as  would  have 
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continued  on  birth  control  methods.  The  ef- 
fectiveness and  permanence,  of  course,  i.; 
100%  compared  to  the  pills  and  intrauterine 
devices.  From  the  cost-effectiveness  ap- 
proach, postpartum  sterilization  should  be 
considered  a  sound  method  to  offer  the?e 
selected  patients  on  a  voluntary  but  .sub- 
sidized basis. 

If  women  wish  to  be  sterilized  as  a  sep- 
arate procedure,  costs  to  the  community 
would  be  higher  (Table  3). 


Table  3 
Elective   Sterilization   by   Tubal   Ligation 

Minimum         Maximum 

Operating  room  usage, 

medication  1--  $  75  $150 

Physician's  fees' ^  250  350 

Average  hospital  stay  of  seven 

days  let  $50  per  day>'^  350  350 


Total 


$675 


$850 


In  North  Carolina  there  are  73,000  medi- 
cally indigent  women  in  the  30-45-year  age 
bracket  who  have  three  children.^''  Assuming 
that  fewer  than  one  third  of  these  women 
would  be  interested  in  elective  sterilization, 
the  community  could  assume  the  cost  of  sur- 
gery for  about  20,000  women. 

To  accomplish  this  in  one  year  would  cost 
about  12  million  dollars  in  that  year,  but 
would  require  about  30  operating  room 
teams  working  6  days  a  week.'"  It  would 
appear  more  feasible  to  offer  sterilization 
to  those  who  want  it  postpartum  as  an  on- 
going program  of  the  community. 
Child   Care 

The  foregoing  obligations  would  be  high, 
but  let  us  see  what  would  happen  if  we  do 
nothing  for  these  women  or  provide  concep- 
tive  programs  which  they  discontinue.  Table 
4  shows  that  the  cost  of  each  subsequent 
pregnancy,  including  the  later  care  and  ed- 
ucation of  the  child,  would  range  from 
!f8,470  to  $10,000  paid  by  the  community. 

Comparing  these  obligations  we  now  as- 
sume with  those  we  could  assume  for  family 
planning  ($275),  postpartum  sterilization 
($400),  or  elective  sterilization  ($675),  the 
cost  of  prevention  is  a  fraction  of  the  cost 
of  child  support.  Even  conservatively  as- 
suming that  only  1  out  of  5  of  the  5,300 
babies  born  annually  to  medically  indigent 


Table  4 
Cost  of  Each  Subsequent  Pregnancy 

Minimum        Maximum 

A.  Antepartum  care,  hospital- 

ization, delivery, 

newborn  carei«  $  700  $1,000 

B.  Comprehensive  child  care 

I  doctor,  nurse,  medication, 

counsehng  >  for  18  years  at 

$130-$200  per  year'  2,340  3,600 

Medical  obligations  (subtotal)      4,040  4,600 

C.  Schooling,  clothing,  food, 

etc.,  for  18  years  at 

$300  per  yeario  5,400  5,400 

Total  community  obligation  for 
each  pregnancy  and  child 
on  welfare  $9,440  $10,000 

women  (30  years  old  or  older  with  three  or 
more  children)  were  unwanted,  the  com- 
munity is  now  assuming  the  obligation  of 
ten  million  dollars  (1,000  babies  x  $10,000) 
for  support  of  these  children  annually. 
Among  these  1,000  children  at  least  20  (2% 
of  all  births)  will  probably  be  mentally  re- 
tarded. Nineteen  of  these  would  need  addi- 
tional home  care  at  $1,000  per  year'  for  at 
least  18  years,  a  cost  of  $342,000.  In  addi- 
tion, at  least  one  (49c>  of  all  retardates)  will 
need  to  be  institutionalized  at  $3,000  a  year 
for  18  years,  or  $54,000.  These  estimates  re- 
veal that  North  Carolina  annually  assumes 
an  obligation  of  $396,000  for  mental  retarda- 
tion that  could  have  been  prevented. 

Abortion 

Moreover,  our  patient  is  not  completely 
helpless  in  her  desire  not  to  reproduce.  If 
pregnancy  recurs,  she  may  seek  an  abor- 
tion. In  North  Carolina,  medical  abortions 
can  legally  be  performed  on  women  who 
qualify  because  of  grave  threats  to  their 
health  or  life.  No  estimate  of  the  number  of 
such  women  is  currently  feasible.  If  a  medi- 

Table  5 
Cost  of  Abortion  for  Medical  Indications 

Minimum        Maximum 

A.  Consultation,  surgical  fees'-       $100  $250 

B.  Operating  room  e.xpenses'-  50  100 

C.  Five  days'  hospitalization 

at  $50  per  day  250  250 


Total 


$400 


$600 
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cal  abortion  is  agreed  to,  the  cost  to  the  com- 
munity is  from  $400  to  $600. 

If  the  patient  seeks  an  abortion  herself, 
she  will  have  to  pay  the  $100-$400  fee  of  the 
illegal  abortionist.-"  This  money  usually  is 
accrued  through  theft  or  prostitution  in  the 
community,  or  by  saving  from  welfare  allow- 
ances for  food  and  clothing.  About  1  out  of 
3  to  1  out  of  5  illegal  abortions  result  in 
hemorrhage  or  infection,'-'  for  which  the 
community  provides  medical  care  in  hos- 
pitals. The  cost  for  such  care  ranges  from 
$600  to  $1,200    (Table  6). 


Table 

5 

1 

Cost  of  Septic 

Abortion 

Minimum 

Maximum 

2 

A. 

Blood,  antibiotics'- 

$200 

$300 

B. 

Operating  room  fee'- 

50 

100 

3 

C, 

Hospitalization  of  4-10  day. 
at  $50  dayi^ 

i              200 

500 

D. 

Physician's  attendance 
Total 

150 
$600 

300 

4 

$1200 

5 
6 

care  for  septic  abortion  has  run  as  high  as 
$5,000  to  $6,000,  excluding  medical  fees.^^ 
A  conservative  estimate  of  5,000  illegal  abor- 
tions are  performed  on  residents  of  North 
Carolina  each  year.--^  Assuming  that  1,000 
of  these  require  hospitalization,  the  com- 
munity currently  carries  an  annual  burden 
of  between  $600,000  and  $1,000,000  in  the 
care  of  North  Carolina  residents  with  septic 
abortion. 

Discussio7i 

These  figures  have  been  prepared  as  real- 
istic estimates  of  what  costs  a  community 
can  expect  if  it  assumes  varying  levels  of 
responsibility  for  reproduction  among  its 
indigent  women.  What  has  not  been  cal- 
culated is  the  decrease  in  welfare  payrolls 
when  a  mother  returns  to  the  working  force, 
thanks  to  birth  control,  nor  the  return  of 
human  digntiy  to  herself  and  her  family.  Nor 
do  the  dollars  and  cents  discussed  reflect 
the  human  values  of  the  quality  of  mother- 
hood, and  therefore  the  quality  of  our  next 
generation.  On  a  cost-effectiveness  basis 
alone,  the  community  can  make  its  choice, 
and  take  the  consequences,  as  outlined  above. 

It  is  ultimately  up  to  us  as  physicians  to 


discharge  this  responsibility  through  patient 
care  in  the  public  clinics  and  hospitals.  It 
seems  incumbent  upon  us,  therefore,  to  pro- 
vide the  necessary  counsel  and  leadership  to 
our  communities  to  assure  that  they  allow 
us  to  assume  the  level  of  responsibility  com- 
patible with  good  medicine.  We  hope  that 
the  information  in  this  article  will  help  phy- 
sicians in  North  Carolina  to  bring  the  finan- 
cial aspects  of  the  problem  to  the  attention 
of  their  communities. 
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The  Reactions  of  Parents  to  Their  Retarded  Cliildren 

Review  of  the  Literature  ami  an  E.vploratoiij  Inte)-dispU)iary  Study 

Karl  Stevenson,  M.D. 


I.  Introduction 

A.  Influence  of  Parents  on  the 
Retarded  Child 

Today  there  is  a  changing  climate  of  at- 
titudes toward  mental  retardation.  It  is  now 
recognized  that  many  organically  impaired 
children  do  not  reach  their  full  potential  and 
that  many  children  have  no  known  organic 
reason  for  their  retardation.  Indeed,  70% 
to  80'}^  of  all  retardation  is  regarded  today 
as  being  cultural-familial  in  orgin  and  there- 
fore subject  to  amelioration.'  Clinical  ob- 
servation has  shown  that  the  attitudes  and 
behavior  of  the  parents  toward  their  men- 
tally retarded  child  have  an  appreciable 
effect  upon  the  child's  capacity  to  benefit 
from  training.-  Peck  and  Stephens'^  docu- 
mented these  observations  when  they  found 
experimentally  that  the  retarded  child's 
exploring  and  questioning  behavior  was  di- 
rectly related  to  the  parent's  willingness  to 
answer  questions  and  that  the  child's  ability 
to  relate  successfully  with  other  adults  was 
proportional  to  the  amount  of  affection,  un- 
derstanding, and  rapport  shared  between 
the  parents  and  child. 

B.  Response  of  Parents  to  Retarded  Child 
1.    Descriptive  articles 

Numerous  articles  on  parental  attitudes 
toward  and  responses  to  retardation  have 
appeared  in  the  literature.  Unfortunately, 
many  of  them  have  been  more  of  a  descrip- 
tive than  of  a  scientifically  controlled  na- 
ture.   Consequently,    it    appears    generally 
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well  known  that  the  initial  response  of  most 
parents  to  the  discovery  that  they  have  a 
retarded  child  includes  shock,  bewilderment, 
and  "'ego  threat."'  It  is  known  also  that 
many  parents  have  secondaiy  feelings  of 
guilt,  resentment,  rejection,  shame,  hostility, 
bereavement,  helplessness,  and  loneliness."' 
It  is  recorded  that  some  parents  react  to 
these  emotions  with  psychological  defense 
mechanisms,  such  as  denial,  projection,  reac- 
tion-formation, rationalization.  reactive 
depression,  and  the  assumption  of  the 
martyr's  role.^  But  beyond  the  generaliza- 
tions that  parents  of  retarded  children  rep- 
resent a  cross-section  of  the  personality 
traits  found  in  the  general  population,  that 
they  may  be  expected  to  make  adjustments 
of  varying  degrees  of  efficacy  to  this  prob- 
lem, and  that,  therefore,  they  must  be 
treated  as  individuals,  we  have  little  infor- 
mation concerning  which  parents  are  apt  to 
demonstrate  what  kinds  of  emotional  reac- 
tions and  behavioral  responses  to  given  cir- 
cumstances. Yet,  if  a  physician  is  to  help 
individuals  under  stress,  he  needs  to  be  able 
to  predict  their  idiosyncratic  responses  to 
various  stimuli. 

2.  Attitudinal  and  behavioral  studies 

Studies  based  on  attitudinal  and  be- 
havioral questionnaires  are  more  reliable 
than  descriptions  drawn  from  personal  ob- 
servations. They  should,  if  properly  con- 
structed, have  the  advantage  of  greater  ob- 
jectivity and  relative  freedom  from  preju- 
dicial bias. 

Many  of  the  better  studies  dealing  with 
parental  attitudes  toward  their  mentally  re- 
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tarded  children  have  used  the  Parent  At- 
titude Research  Instrument  (PARI)  de- 
veloped by  Schafer  and  Bell.  From  one  study 
using  the  PARI,  Barber  concluded  that  the 
mentally  retarded  child  who  is  at  home  pro- 
duces an  exaggeration  of  the  attitudes  held 
by  parents  of  normal  children  of  similar 
socioeconomic  status.'  Cook  concluded  from 
a  factor  analysis  of  PARI  results  that 
parental  authoritarian  behavior  represents 
their  response  to  the  need  to  control  the 
child's  environment  in  order  to  structure 
his  training  program.^  This  conclusion  is 
supported  by  Klausner,"  who  demonstrated 
with  the  Shoben  Attitudes  Survey  that 
mothers  of  institutionalized  mentally  re- 
tarded children  showed  less  need  to  con- 
trol, direct,  or  restrict  the  behavior  of  their 
child  than  did  a  matched  sample  of  mothers 
whose  mentally  retarded  children  were  at 
home. 

3.  Studies  related  to  behavioral  science 
theory 

Experimental  studies  which  derive  their 
hypotheses  from  a  general  theory  of  be- 
havior have  two  advantages:  (1)  their  re- 
sults can  be  interpreted  in  the  light  of 
theoretical  postulates;  and  (2)  their  re- 
sults can  serve  the  iterative  function  of  con- 
firming, modifying,  or  negating  the  theore- 
tical construct.  When  a  theory  of  behavior 
is  well  established,  it  may  then  be  used  to 
predict  effectively  individual  responses  to 
given  stimuli. 

This  point  is  illustrated  by  two  studies 
related  to  the  Freudian  hypothesis  of  the 
effects  of  unconscious  wish  fulfillment  and 
the  counter-balancing  force  of  reality-test- 
ing on  perception.  Worchel  and  WorcheP" 
found  that  parents  of  retarded  children  tend 
to  elevate  the  ratings  of  their  normal  chil- 
dren and  to  depress  the  ratings  of  other 
people's  children  so  that  on  the  average 
their  offspring  are  seen  as  "pretty  good." 
Zuk'i  found  that  mothers  gave  their  re- 
tarded children  significantly  greater  Vine- 
land  Social  Quotients  than  did  the  chil- 
dren's special  education  teachers.  The  teach- 
er's ratings  were  not  significantly  different 
from  the  retardates'  previously  determined 
IQ's.  In  addition  Zuk  found  that  this  signi- 


ficant autistic  distortion  by  the  mothers 
was  reduced  if  the  retarded  child  had  a 
significant  physical  handicap. 

C.  Tlieories  of  Behavior  and  Social 
Measurement 
111  this  section,  theories  of  behavior  and 
social  measurement  which,  it  is  hoped,  will 
ultimately  shed  some  light  on  the  problem 
of  predicting  pai-ental  responses  to  their 
retarded  children  are  presented : 

1.  Orgaiiisniic  Maturation — An  Approach 
to  Positive  Mental  Health 

Douglas  Heath's  Explorations  of  Ma- 
turity :  Studies  of  Mature  and  Immature 
College  men  represents  an  attempt  to  ar- 
rive at  an  operational  definition  of  maturity 
(mental  health).  His  first  studies  showed 
remarkable  "consensual  agreement"  between 
the  definitions  of  maturity  written  by  a 
number  of  expert  psychologists  and  descrip- 
tions by  college  students  of  the  most  ma- 
ture person  they  knew.  After  reviewing  the 
literature  and  conducting  multiple  experi- 
ments, Heath  felt  that  this  "consensual 
agreement"  describes  a  "pattern  of  psycho- 
logical traits  that  consistently  co-vary  in 
reality,"  and  "assumes  (that)  there  is  some 
general  level  of  organismic  maturity,  al- 
though not  all  of  the  defining  dimensions 
are  equally  correlated  with  that  level  of 
functioning."'-''P"' 

Heath  held  that  an  individual's  level  of 
maturity  is  represented  by  his  present  sta- 
tus in  the  life-long  organismic  process  of 
continuing  development.  From  these  or- 
ganismic growth  trends  he  delineated  five 
genotypic  developmental  dimensions  that 
define  a  maturing  person : 

1.  Toward  increased  stability  of  organization 

2.  Toward  progressive  integration  of  new  information 

3.  Toward  increased  allocentrism  i  accurate  inter- 
nalization of  the  external  world  and  accommodation 
of  ones  self  to  its  demands) 

4.  Toward  increased  symbolic  representation  of 
experience 

5.  Toward  increased  autonomy  i  freedom  from  de- 
termination of  behavior  by  primitive  drives. "i^ppi-*:" 

On  the  basis  of  this  theoretical  structure, 
Heath  developed  several  measures  to  opera- 
tionally define  and  test  his  summarizing 
constructs.  These  include  a  Self-image  Ques- 
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tionnaire  (SIQ).  This  test  contains  adjec- 
tive descriptions  of  30  bi-poiar  personality 
traits  which,  when  presented  under  differ- 
ing instructions,  give  measures  of  maturity, 
stability,  congruence,  allocentrism,  auton- 
omy, and  accuracy  of  the  self-image.  These 
measures  have  all  been  found  to  be  consis- 
tently and  significantly  related  to  judgmen- 
tal selections  of  mature  r.s.  immature  and 
organized  vs.  disorganized  college  men.  In 
addition,  the  results  have  been  confirmed 
by  findings  on  the  relevant  Minnesota  Multi- 
phasic Personality  Inventory  (MMPI)  and 
Berneuter  scales,  and  by  ratings  of  respon- 
ses to  the  Rorschach  test.'- 

The  Phrase  Association  Test  (PT)  is  a 
measure  of  perceived  threat.  This  instru- 
ment is  composed  of  24  threatening  and  12 
neutral  five-word  phrases  to  which  the  sub- 
ject responds  by  saying  the  first  phrase  or 
sentence  that  comes  to  mind.  These  respon- 
ses are  then  scored  against  a  series  of  cri- 
teria to  give  scores  for  total  threat  percep- 
tion, the  method  of  defense  used,  and  several 
threat  area  scores. 

Heath  has  found  that  he  gets  extremely 
high  score-rescore  and  inter  judge-scoring 
correlations,  that  the  threatening  statements 
always  elicit  more  defensive  responses  than 
do  the  neutral  statements,  and  that  the  re- 
sponses are  not  related  to  verbal  aptitude 
or  to  SIQ  measures.  Further,  the  students' 
responses  to  these  items  are  consistently  and 
significantly  related  to  judgmental  selec- 
tions of  mature  vs.  immature  and  organized 
vs.  disorganized  college  students,  and  to 
measures  of  anxiety  or  tension  in  the 
MMPI,  Berneuter,  and  Rorschach  tests. '^ 
In  addition,  Mandler  et  al.  have  shown  that 
this  instrument  is  significantly  related  to 
the  Galvanic  Skin  Response  and  other  auto- 
nomic nervous  system  measures  of  stress, 
and  inversely  related  to  manifest  sex  and 
aggressive  imagery  on  the  Rorschach. ^^ 

This,  then  is  a  body  of  theory  and  tech- 
nique which  by  the  very  nature  of  its  un- 
derlying a.ssumptions  should  be  applicable 
to  any  population.  It  is  known  that  the  dis- 
covery that  one  is  the  parent  of  a  retarded 
child  is  an  extremely  stressful  and  per- 
sonally threatening  event.  From  our  knowl- 


edge of  sociological  and  psychological  varia- 
bility, it  is  concluded  that  the  amount  of  this 
stress  will  vary  from  individual  to  individ- 
ual. But  it  can  also  be  predicted  that  if 
Heath's  conclusions  from  bio-psychological 
theory  are  valid,  then  more  mature  parents 
should  show  less  personality  disintegration 
than  less  mature  parents  who  are  exposed 
to  the  same  degree  of  stress. 

2.  Games  of  Strategy — An  Approach  to 
Family  Crisis 

Bernard  Farber'^  pictures  the  normative 
family  as  a  series  of  triads  of  mother-father- 
child  whose  continued  existence  as  a  group 
depends  upon  the  successful  attainment  of 
certain  primary  goals.  The  relative  impor- 
tance of  these  goals  is  ranked  by  family 
members  as  a  basis  for  making  decisions  and 
establishing  family  routines.  The  extent  to 
which  there  is  consensus  on  this  value  hier- 
archy and  co-ordination  of  individual  roles 
is  held  to  economically  signify  the  amount  of 
integration    within    the    family. '^pp"" 

Farber  feels  that  the  normative  family 
changes  with  time  in  response  to  changes 
in  the  roles  of  individual  members  in  the 
family  and  in  the  world  at  large.  Thus 
family  integration  is  held  to  be  affected  by 
the  amount  of  consensus  on  the  goals  to- 
ward which  the  careers  of  individual  family 
members  are  oriented  and  the  extent  to 
which  members  are  able  to  co-ordinate  their 
activities  at  any  given  time."p'^ 

But  a  severely  mentally  retarded  child 
never  progresses  beyond  the  pre-adolescent 
stage  of  development.  Farber  contends  that 
this  arrest  in  the  life  cycle  of  the  mentally 
retarded  child  produces  frustration  of 
parental  goals,  affects  the  development  of 
the  parents'  domestic  and  community 
careers,  and  may  produce  changes  in  the 
value  systems  or  role  expectations  of  one  or 
both  parents.  The  way  in  which  the  family 
responds  to  these  distortions  defines,  for 
Farber,  the  extent  of  the  crisis  produced  by 
the  retarded  child. '^p" 

Farber  uses  a  game  of  strategy  model  to 
study  family  crisis.  He  regards  the  game 
as  being  played  between  nature  and  the 
family.  He  takes  as  his  task  the  definition 
of  the  favorable  or  unfavorable  nature  Of 
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certain  cultural-environmental  variables 
which  the  family  cannot  readily  change. 
These  are  the  strategies  of  nature.  At  the 
same  time  he  seeks  to  find  and  identify  those 
clusters  of  parental  values  and  behaviors 
which  tend  to  ameliorate  the  effects  of  na- 
ture's strategies.  These  are  the  strategies  of 
the  parents.  1^ 

Measures  of  response 

In  pursuit  of  this  problem,  Farber  has 
developed  numerous  measures  to  objectify 
and  delineate  the  responses  of  parents  to 
their  retarded  child.  Two  measures  vphich 
reappear  throughout  his  research  are  the 
Marital  Integration  (MI)  measure  and  the 
Marital  Prediction  (MP)  instrument.  The 
MI  score  is  derived  from  the  Spearman  rank 
order  correlation  between  husband's  and 
wife's  ranking  of  ten  domestic  values,  and 
from  the  summation  of  their  ratings  of 
themselves  and  each  other  on  ten  personalitj' 
characteristics  assumed  to  reflect  the  "nega- 
tive" personality  traits  by  which  husband 
and  wife  define  themselves  and  each  other 
when  they  are  personally  frustrated  or  in 
interpersonal  conflict.'"  The  Marital  Pre- 
diction (MP)  instrument  consists  of  15 
items  taken  from  the  work  of  Burgess  and 
Wallin  on  marriage  and  the  family  which 
had  been  found  to  be  statistically  significant 
predictors  in  at  least  three  previous  studies 
involving  predictions  of  marital  success. 
Fai'ber  and  Blackman'^  showed  that  in  fami- 
lies in  which  all  children  were  of  normal 
intelligence,  marital  integration  tends  to 
remain  fairly  constant  during  the  early  and 
middle  years  of  marriage.  Therefore,  it  is 
assumed  that  this  "estimate  of  integration" 
in  the  early  years  of  marriage  provides  an 
indication  of  probable  integration  at  the 
time  of  the  study  if  no  retarded  child  has 
been  born.'* 

Using  these  and  other  instruments,  Far- 
ber states,  others  have  accounted  for  25% 
to  35''^  of  the  variance  in  marital  adjust- 
ment measures  with  the  MP  score,  and  that 
he  is  consistently  able  to  dichotomize  his 
sample  at  the  mean  and  show  significant  dif- 
ferences in  the  MI  scores  of  those  with 
high  and  low  MP  scores. '"^ 

Here  then  is  another  body  of  theory  and 


data  which  may  serve  to  promote  further 
understanding  of  the  responses  of  parents 
to  their  retarded  children. 

II.  Experimental  Method 
The  general  plan  of  this  study  was  to 
take  the  Farber  hypotheses  of  family  crisis 
in  a  game  of  strategy  setting,  continue  to 
use  the  Marital  Integration  (MI)  score  as 
the  main  criterion  variable  and  the  Marital 
Prediction  (MP)  instrument  as  a  major  en- 
vironmental measure  and  see  if  the  maturity 
of  the  self  image  (SIQ)  and  perception  of 
threat  (PT)  scores  from  Heath's  measures 
of  maturity  could  be  substituted  for  the 
snciologic  data  that  Farber  used  to  define 
nature's  strategies.  These  measures  were 
then  related  to  interview  ratings  of  paren- 
tal responses  to  their  retarded  child. 

A.  Hypotheses 

1.  Maturity  of  the  Self-Image  (SIQ)  is 
inversely  related  to  Threat  Perception  (PT) 
score. 

2.  Maturity  of  the  Self-image  (SIQ)  is 
directly  related  to  Marital  Integration  (MI) 
scores. 

3.  Maturity  of  the  Self-image  (SIQ)  is 
directly  related  to  Marital  Prediction  (MP) 
scores. 

4.  Maturity  of  the  Self-image  is  inversely 
related  to  Interview  Ratings  of  Family  Or- 
ganization   (IR). 

5.  Threat  Perception  is  inversely  related 
to  Marital  Integration. 

6.  Threat  Perception  is  inversely  related 
to  Marital  Prediction. 

7.  Threat  Perception  is  directly  related  to 
Interview  Ratings. 

8.  Marital  Integration  is  directly  related 
to  Marital  Prediction. 

9.  Marital  Integration  is  inversely  related 
to  Interview  Ratings. 

10.  Marital  Prediction  is  inversely  related 
to  Interview  Ratings. 

B.  Instrvments 

The  instruments  for  this  study  were  the 
Self-image  Questionaire  (SIQ),  the  Phrase 
Association  Test  (PT),  the  Marital  Integra- 
tion Score  (MI),  the  Marital  Prediction 
Score  (MP),  the  Lie  Scale  items  from  the 
Minnesota    Multiphasic    Personality    Inven- 
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tory,  and  an  interview  directed  toward 
learning  the  responses  of  family  members 
to  the  retarded  child  (IR). 

The  SIQ  has  been  briefly  mentioned  be- 
fore. It  consists  of  thirty  bipolar  traits  se- 
lected from  the  Adjective  Check  List  to  be 
most  significantly  related  to  the  dimensions 
of  organismic  maturity.  The  subjects  re- 
spond by  checking  where  they  think  they 
fall  on  an  eight-point  scale  which  describes 
the  trait.  The  adjectives  for  this  instru- 
ment were  taken  in  the  cross-balanced  order 
presented  by  Heath^-p""'  However,  he  did 
not  include  the  limiting  definitions  which 
he  had  used  in  his  study.  I  was  forced  to 
consult  the  Psychological  Dictionary,  text- 
books, and  Webster's  Unabridged  Dictionary 
to  construct  the  definition  used  in  this  .study. 
It  can  only  be  hoped  that  this  factor  did 
not  make  this  instrument  significantly  dif- 
ferent from  Heath's.  The  SIQ  was  given 
with  instructions  to  complete  it  in  accor- 
dance with  the  subject's  image  of  himself. 

The  Phi'ase  Association  Test  (FT)  used 
here  was  constructed  with  four  items  each 
in  six  threat  areas  (rejection  by  mother  and 
by  father,  heterosexual  relations,  homosex- 
ual relations,  and  mother-child  and  father- 
child  aggression),  and  four  items  each  in 
three  neutral  areas  (receiving  acceptance, 
work  activities,  and  construction  activities). 
The  items  were  selected  from  Heath  and 
Handler  et  al  and  three  items  created  by 
the  author  to  give  a  series  of  replicated 
statements. '-•"'"pi''"  The  items  were  pre- 
sented in  a  random  order  that  caused  one 
item  from  each  topic  area  to  appear  in  each 
series  of  nine  phrases.  Four  random  ordei's 
were  selected  from  a  table  of  random  num- 
bers. 

The  items  were  read  to  the  subjects  in 
either  the  forward  or  reverse  random  order. 
The  subjects  responded  by  saying  the  first 
phrase  or  sentence  they  thought  of  after 
hearing  the  stimulus  phrase.  The  entire  test 
session  was  recorded  and  the  responses  were 
later  transcribed.  After  all  the  responses 
had  been  transcribed,  all  the  protocols  were 
scored  using  the  29  criteria  of  Handler  et 
al  to  give  a  total  threat  perception  score.'-' 
Three   weeks    later    the    protocols    were   re- 


scored  with  a  .90  score-rescore  product- 
moment  correlation. 

The  Harital  Integration  Score  (HI) 
items  were  taken  directly  from  the  Appen- 
dix to  Farber's  1959  monograph  and  given 
and  scored  according  to  his  directions." 
The  test  has  of  two  parts.  "Success  in  Har- 
riage  and  the  Family"  consists  of  a  list  of 
ten  domestic  values  which  are  ranked  by 
husband  and  wife  according  to  their  rela- 
tive importance  to  them.  "Personality  Traits 
of  Husband  and  Wife"  includes  ten  traits 
which  are  thought  to  increase  during  role 
tension  crises.  These  items  are  each  rated 
by  husband  and  wife  for  self  and  for  spouse 
on  a  five-point  scale.  The  results  obtained 
with  these  two  instruments  are  combined  to 
give  the  Harital  Integration  (HI)  score  by 
getting  a  value  consensus  score  (rank  order 
correlation  between  husband's  and  wife's 
rankings  of  domestic  values),  and  a  role 
tension  score  (sum  of  husband's  and  wife's 
ratings  for  self  and  spouse).  These  scores 
are  then  divided  into  quartiles.  Finally, 
the  quartile  scores  are  added  together  to 
give  an  HI  score  which  varies  from  0-6 
for  each  couple.'^ 

As  previously  indicated,  the  Harital  Pre- 
diction (HP)  items  were  15  significantly 
predicting  items  from  three  of  Burgess  and 
Wallin's  Harital  Prediction  studies. '*"  These 
items  were  presented  in  alternating  order 
with  15  items  from  the  HHPI  Lie  Scale 
under  the  title  "Courtship  and  Harriage." 
The  instructions  were  to  "check  the  appro- 
priate answer."  the  marital  prediction  items 
were  scored  from  0  to  5  in  accordance  with 
their  increasing  favorableness  to  successful 
marriage.  The  possible  range  of  scores  was 
0  to  39. 

The  dissembling  responses  to  the  Lie  Scale 
items  were  simply  counted,  and  those  in- 
dividuals with  more  than  7  (the  maximum 
normal  number  of  dissembling  responses 
according  to  Harks  and  Seeman''')  were 
eliminated  from  further  analysis. 

In  addition,  a  directed  interview  was 
conducted  with  each  of  the  parents  in  an 
effort  to  come  to  some  understanding  of 
what  their  retarded  child  meant  to  them  and 
their    relatives,    friends,    and    professional 
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counselors.  Separate  interviews  were  con- 
ducted by  the  social  work  student  and  the 
author.  The  parents  were  then  rated  in- 
dependently on  a  five-point  scale  on  each 
of  five  characteristics  (knowledge  about 
the  problem,  acceptance  of  the  problem, 
overt  anxiety,  behavioral  defenses,  and 
ability  to  handle  management  problems) 
thought  to  encompass  parsimoniously  the 
parameters  covered  in  both  the  social  work 
and  medical  interviews.  Any  disagreements 
on  individual  items  were  resolved  by  con- 
versation between  the  social  worker  and  the 
author.  The  Interview  Rating  (IR)  score 
was  the  sum  (lower  scores  being  the  more 
favorable  evaluation)  of  each  parent's  score 
over  the  five  items. 

C.  Procedure 

The  experimental  procedure  was  con- 
ducted in  the  Developmental  Evaluation 
Clinic  of  the  Bowman  Gray  School  of  Medi- 
cine. The  subjects  were  all  of  the  parents 
of  children  who  came  to  be  evaluated  during 
a  four-week  period  in  January  and  Feb- 
ruary, 1966.  The  parents  were  approached 
in  couples  and  asked  to  participate  in  an 
experiment  to  help  develop  instruments  to 
increase  our  understanding  of  parents  and 
their  problems.  After  agreeing  to  take  part, 
the  parents  were  seen  whenever  they  were 
free  in  the  course  of  an  already  busy  day. 
They  were  usually  able  to  complete  the 
paper  and  pencil  forms  during  the  morning 
hours.  These  forms  were  given  in  varying 
orders  in  an  effort  to  compensate  for  order 
effects.  Every  effort  was  made  to  conduct 
the  interview  and  administer  the  Phrase  As- 
sociation Test  to  both  husband  and  wife  on 
the  same  day.  However,  this  was  not  always 
possible. 

D.  Sample 

The  list  of  fathers  includes  two  business 
executives,  two  owners  of  small  businesses, 
four  skilled  workers,  one  unskilled  work- 
man, and  one  who  is  disabled  by  deafness. 

The  children  ranged  from  1  year  2  months 
to  11  years  of  age.  Their  problems  included 
mild  retardation,  acting  out  behavior,  and 
early  schizophrenia  in  the  older  children ; 
growth   and   learning  retardation,   with   be- 


havioral problems  in  the  five-  to  seven-year- 
olds  ;  and  a  mongoloid  and  basal  ganglion  dis- 
turbances, with  mental  retardation  ranging 
from  none  to  profound,  in  the  younger  chil- 
dren. 

E.  Analysis  of  Data 

Several  individual  limitations  on  the  data 
were  necessary.  The  wife  of  the  deaf  father 
is  also  deaf.  We  were  not  able  to  give  the 
Phrase  Association  test  to  either  of  them 
and  were  not  able  to  interview  the  father. 
The  social  worker  interviewed  the  parents 
together  and  was  able  to  get  some  sign- 
language  responses  from  the  father  through 
his  wife.  Her  impressions  were  used  in  the 
interview  ratings  for  this  couple.  Despite 
this  handicap,  the  wife  had  no  difficult.v  in 
completing  the  written  tests.  Her  responses 
on  these  items  are  included  in  the  data  and 
analysis.  The  data  from  one  executive  and 
his  wife  and  one  worker's  wife  were  elimi- 
nated from  further  consideration  because  of 
the  doubt  cast  upon  their  responses  by  high 
dissimulation  scores  on  the  MMPI  Lie  Scale 
items.  The  parents  of  a  severely  retarded 
adopted  child,  who  declined  to  take  the 
Phrase  Association  Test  because  of  exces- 
sive overt  anxiety,  were  assigned  PT  scores 
20  points  greater  than  the  highest  rated 
score  on  that  test.  This  was  done  to  in- 
crease the  number  of  usable  subjects,  in 
full  knowledge  of  the  experimental  risk,  on 
the  assumption  that  parents  who  refused  to 
fully  participate  in  the  study  must  be  more 
psychologically  threatened  than  other  par- 
ents who  agreed  to  take  this  threatening 
test. 

The  general  data  analysis  included  sev- 
eral steps.  The  mean  of  each  individual's 
PT  scores  for  the  two  scorings  were  taken 
as  the  measure  for  statistical  evaluation. 
Standard  Z  scores  were  computed  for  each 
of  the  five  sets  of  scores  and  Pearson  pro- 
duct-moment correlations  and  partial  corre- 
lation co-efficients  were  calculated  for  each 
of  the  scores  in  the  matrix.  This  procedure 
was  justified  on  the  basis  of  a  discussion 
with  Dr.  A.  Leonard  Rhyne  (assistant  pro- 
fessor of  biostatistics,  Bowman  Gray  School 
of  Medicine)  in  which  he  cited  E.J.G.  Pit- 
man   (Suppl.  J.   R.  Statist.   Soc.  4:119-225, 
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Hypotheses 

1.  SIQ  inversely  related  to  PT 

2.  SIQ  varies  directly  with  MI 

3.  SIQ  varies  directly  with  MP 

4.  SIQ  inversely  related  to  IR 

5.  PT  inversely  related  to  MI 
fi.  PT  inversely  related  to  MP 

7.  PT  varies  directly  with  IR 

8.  MI  varies  directly  with  MP 

9.  MI  inversely  related  to  IR 
10.  MP  inversely  related  to  IR 

■^"Column  I — Product   moment    (simple)    correlations 

Columns  11   through    VI — Partial    correlation    coefficients 

***p    0.05 

**p    0.1 

1937)  to  the  effect  that  the  distribution  of 
product-moment  correlations  of  data  drawn 
from  any  population — regardless  of  distri- 
bution— is  normal. 

III.  Results 

The  results  are  summarized  in  relation  to 
our  hypotheses  in  Table  1.  Because  of  the 
small  number  of  significant  correlation  coef- 
ficients, the  results  are  presented  in  terms 
of  the  trends  presented. 

From  column  1  it  is  noted  that  only  the 
Self -Image  Questionnaire  (SIQ) — Marital 
Prediction  Score  (MP)  correlation  ap- 
proached significance.  The  rest  of  the  find- 
ings are  in  the  expected  direction  except  for 
the  Marital  Integration  (MI)  scores,  which 
are  contrai-y  to  the  hypothesized  direction 
in  being  negatively  correlated  with  SIQ 
and  positively  correlated  with  the  Phrase 
Association  Test  (PT).  The  Interview  Rat- 
ings (IR)  are  positively  rather  that  nega- 
tively related  to  SIQ  and  MP,  and  account 
for  very  little  of  the  variance  in  the  PT  and 
MI  scores.  The  MP-MI  correlation  is  re- 
markable for  its  almost  non-existence. 

Column  2  shows  that  holding  the  SIQ 
constant  has  very  little  effect  except  pos- 
sibly to  reduce  the  size  of  the  coefficients 
with   PT  and   increase  the  size  of  the  MI- 


Table 

1 

Summarj- 

of 

Results* 

I 

n 

m 

IV 

V 

VI 

SIQ 

PT 

MI 

MP 

IR 

-.28 

—.21 

—.16 

-.29 

—.25 

—.17 

-.29 

—.20 

-I-.42** 

+  .39 

+  .51*** 

+.35 

-I-.36 

+  .40 

+  .35 

+  ■25 

+  .36 

+  .32 

+  .43 

+  .45'* 

—..32 

—.24 

—.39 

-.37 

+  .04 

+  .15 

+  .01 

+  .15 

+  .09 

+  .22 

+  .22 

+  .16 

—.17 

+  .01 

—.18 

—.21 

+  .33 

+  .20 

+  .36 

+  .37 

MP  coefficient.  The  MI-PT  relationship  con- 
tinues to  be  positive.  Likewise  the  IR  coef- 
ficients are  positive.  There  are  no  signifi- 
cant coefficients  in  this  column. 

The  effects  of  holding  PT  constant  are 
presented  in  column  3.  There  are  no  signi- 
ficant coefficients  in  this  column.  The  SIQ 
coefficients  are  slightly  decreased.  The  MI- 
MP  I'elationship  is  unchanged  from  column 
2.  The  IR  coefficients  are  slightly  increased 
and  positive  e.xcept  with  MI.  The  SIQ-MI 
coefficient  is  negative  and  contrary  to  our 
hypothesis. 

When  MI  is  partialled  out,  the  SIG-MP 
coefficient  becomes  significant  at  the  .05 
level  and  the  MP  coefficients  are  generally 
slightly  increased.  The  trend  of  positive  IR 
coefficients  continues.   (See  column  4) 

The  results  of  partialling  out  MP  are  seen 
in  column  5.  Again  there  are  no  significant 
coefficients.  The  SIQ  coefficients  are  de- 
creased, but  the  IR  coefficients  are  increased 
and  continue  to  be  positive.  The  PT  coef- 
ficients are  slightly  increased  also.  The  SIQ- 
MI  coefficient  continues  to  be  negative. 

When  IR  is  held  constant,  the  MI-PT 
coefficient  approaches  significance  but  in 
the  opposite  direction  from  that  hypothe- 
sized.   Similarly   the   SIQ-MI   coefficient   is 
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contrary  to  our  hypothesis.  The  MI-MP  re- 
lationship is  much  less  than  expected  (See 
column  6). 

IV.  Disciissiort 

A  cursory  glance  through  Table  1  reveals 
that  very  few  of  our  correlations  account  for 
a  significant  portion  of  the  variance.  But 
this  is  not  too  unexpected  when  experimen- 
tal instruments  are  used  with  such  a  small 
non-dichotomized  sample.  Indeed,  Heath's 
Standard  (volunteer  homogeneous)  sample 
provided  support  for  his  findings  mostly  by 
being  in  the  right  direction  rather  than 
by  the  high  percentage  of  its  significant  cor- 
relations.'- Further,  Farber  was  able  to 
select  a  small  number  of  families  who 
showed  integrated  adjustment  patterns  and 
favorable  marital  integration  scores  in  the 
face  of  adverse  circumstances  only  by  com- 
bining the  variance  accounted  for  by  several 
different  measures  and  selecting  exceptional 
families  from  a  much  larger  sample.'"^ 

If  all  of  the  correlation  coefficients  were 
small,  but  in  the  predicted  direction,  the 
situation  would  be  one  which  spelled  "hope" 
to  the  social  scientist  and  "disgust"  to  the 
physical  scientist.  But  something  else  is  go- 
ing on  here.  Therefore,  the  results  will  be 
explored,  in  the  light  of  the  theoretical 
background  presented  earlier,  for  some  addi- 
tional hypotheses  to  explain  these  anomal- 
ous results. 

The  first  hypothesis  was  that  the  ma- 
turity of  the  self-image  (SIQ)  would  be  in- 
versely related  to  the  perception  of  threat 
(PT).  This  is  weakly  but  consistently  sup- 
ported by  the  correlations  presented.  Heath's 
concept  that  the  more  mature  person  is  bet- 
ter able  to  resist  threatening  information  is 
further  substantiated  by  the  results  with 
respect  to  hypotheses  three  and  six.  These 
two  hypotheses  deal  with  relationships  to  the 
Marital  Prediction  score  (MP).  It  is  widely 
recognized  that  increasing  maturity  en- 
hances the  chances  of  a  successful  marriage. 
The  MP  score  is  based  on  the  subject's  re- 
porting the  frequency  of  certain  behavioral 
patterns  and  the  presence  or  absence  of  cer- 
tain environmental  conditions  during  court- 
ship and  early  marriage.  These  patterns  and 
conditions  have  been  found  U)  be  consistently 


good  predictors  of  successful  marriage  and 
therefore  are  probably  related  in  some  way 
to  individual  maturity.  Consequently,  the 
significant  direct  correlation  between  the 
MP  score  and  the  Maturity  of  the  Self- 
image  (SIQ),  and  the  consistently  negative 
relationship  between  MP  and  perceived 
threat  (PT)  would  appear  to  further  sub- 
stantiate the  idea  that  the  self-image  of  the 
mature  individual  is  more  stable  in  the  face 
of  external  threat  than  is  the  self-image  of 
his  less  mature  brother. 

The  second  hypothesis  contended  that  the 
Maturity  of  the  Self-image  (SIQ)  would 
vary  directly  with  the  Marital  Integration 
(MI)  score.  This  hypothesis  is  refuted  by 
our  results.  This  anomalous  result  prompted 
a  re-examination  of  the  raw  data  upon  which 
our  statistical  measures  were  based  (see 
Table  2).  This  review  made  us  aware  of 
several  things  which  may  be  significant 
here.  First,  the  MI  score  is  the  composite 
result  for  each  couple  of  many  responses  by 
both  husband  and  wife.  Conversely,  the  SIQ 
score  is  derived  separately  for  each  individ- 
ual subject.  In  order  to  produce  regression 
statistics  between  these  measures,  it  was 
necessary  to  assign  the  same  MI  score  to 
both  husband  and  wife.  This  would  not  have 
produced  any  difficulty  if  both  spouses  had 
equally  mature  self-images.  But  examina- 
tion of  the  raw  data  quickly  reveals  that 
3  of  our  11  couples  had  markedly  dissimilar 
response  patterns  on  the  Self-image  Ques- 
tionaire  (SIQ).  This  factor,  in  this  small 
sample,  is  probably  more  than  sufficient  to 
account  for  our  anomalous  result. 

Hypotheses  four,  seven,  nine,  and  ten  all 
deal  with  the  relationship  of  the  interview 
ratings  (IR)  to  the  other  measures  under 
consideration  (see  Table  1).  In  each  case 
the  relationship  was  either  opposite  to  that 
expected  or  almost  nonexistent.  This  fact 
would  lead  us  to  believe  that  either  the  raters 
did  not  know  what  they  were  doing  or  that 
the  SIQ,  MI,  MP,  and  PT  measure  entirely 
different  parameters  of  the  individual's  per- 
sonality and  response  to  stress  than  does  the 
medical  interviewer.  Furthur  elucidation  of 
these  differences  and  a  better  knowledge  of 
the  relative  importance  of  these  two  kinds 
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Table  2 


Parents'    Scores   on   Individual   Instruments 


Lie 

Role 

Family 

Scale 

SIQ 

PT 

Tension 

Consensus 

MI 

MP 

m 

1.    H 

4 

—12 

25 

9 

.87 

5 

18 

17 

W 

5 

—  6 

29 

17 

22 

15 

2.    H 

Deaf:    did  not 

follow 

nstructions 

W 

6 

22 

20 

22 

18 

3.    H 

4 

26 

34 

14 

—.15 

1 

18 

22 

W 

2 

23 

48 

5 

25 

22 

4.    H 

9 

69 

53 

23 

.37 

5 

20 

12 

W 

8 

22 

70 

36 

28 

13 

5,    H 

1 

-7 

86 

—24 

.46 

2 

12 

23 

W 

2 

78 

51 

0 

18 

22 

6.    H 

1 

39 

Data    not 

—  4 

.37 

2 

27 

20 

W 

2 

47 

available 

3 

34  ' 

24 

7.    H 

4 

48 

28 

10 

.49 

4 

19 

22 

W 

3 

67 

27 

16 

21 

21 

8.    H 

4 

30 

35 

—16 

.65 

3 

28 

18 

W 

8 

36 

73 

_  6 

24 

18 

9.    H 

2 

17 

100 

_  1 

.58 

4 

17 

17 

W 

5 

5 

100 

12 

12 

18 

10.    H 

5 

36 

50 

—  4 

.06 

1 

14 

19 

W 

6 

15 

38 

—13 

12 

13 

11.    H 

3 

72 

39 

11 

—.37 

1 

17 

19 

W 

3 

—  9 

55 

9 

15 

17 

of  observations  to  the  prediction  of  behavior 
might  give  us  more  insight  into  the  poorly 
understood  effects  of  the  medical  setting  per 
se  upon  the  patient  and  his  disease. 

The  hypothesis  that  the  perception  of 
threat  (PT)  is  inversely  related  to  the 
Marital  Integration  (MI)  score  was  not 
quite  significantly  refuted.  Here  again  we 
run  into  the  problem  of  trying  to  correlate 
individual  with  composite  responses.  But  the 
interspouse  correlation  between  PT  respon- 
ses appears  to  be  good  (see  Table  2).  There- 
fore, we  are  forced  to  seek  another  explana- 
tion for  these  findings.  The  PT  score  has 
behaved  according  to  our  expectations  in  the 
other  relationships  that  we  have  studied. 
Contrariwise,  the  MI  relationships  have 
been  consistently  anomalous  (see  Table  1). 
Therefore,  it  seems  logical  that  we  should 
look  at  the  MI  score  for  an  explanation  of 
these  anomalous  results.  An  examination 
of  the  MI  raw  scores  (Table  2)  i-eveals  that 
they  are  linearly  distributed.  However,  when 
one  looks  at  the  Role  Tension  and  Consensus 
scores  which  are  combined  to  produce  the 
MI  score,  one  readily  sees  that  much  in- 
dividual variability  is  being  buried  in  this 
statistic.    This    phenomenon    probably    ex- 


plains why  Farber  had  to  use  large  dichoto- 
mized samples  in  order  to  obtain  significant 
results.  It  might  also  explain  why,  even 
though  linearly  distributed,  in  this  small 
homogenous  sample  the  MI  is  positively  re- 
lated to  perceived  threat  (PT)  and  inversely 
related  to  the  maturity  of  the  self-image 
(SIQ). 

The  purpose  for  which  the  parents  in- 
volved in  this  study  had  come  to  the  De- 
velopmental Evaluation  Clinic  undoubtedly 
placed  them  under  much  more  emotional 
stress  than  were  the  subjects  in  either 
Heath's  or  Farber's  studies.  One  should  ex- 
pect that  this  stress  would  find  expression 
in  some  form.  It  appears  that  our  more 
severely  threatened  parents  tended  to  re- 
press their  reporting  of  the  disruptive  ele- 
ments in  their  family  life,  thus  elevating 
their  MI  scores  in  response  to  stress  and 
giving  a  positive  rather  than  a  negative 
PT-MI  relationship.  The  MI  score  elevated 
b.y  this  mechanism  would  also  cease  to  be 
linearly  related  to  the  MP  score  (hypothe- 
sis 8).  Likewise  the  SIQ  and  MI  scores 
would  be  invei'sely  related  (hypothesis  2), 
since  the  SIQ  has  probably  regres.sed  slightly 
in  the  service  of  the  ego  while  the  MI  has 
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increased  in  response  to  tiie  acute  stress  of 
our  testing  situation.  This  construct  is  fur- 
ther substantiated  bj'  the  fact  that  the  SIQ 
and  MP  scores  are  most  significantly  related 
when  the  MI  score  is  held  constant. 

The  above  argument  from  the  data  is 
strengthened  by  the  fact  that  the  combina- 
tion of  events  leading  to  the  hypothesis  that 
the  stress  factors  of  the  evaluation  clinic 
combine  to  produce  a  ma.ximum  of  perceived 
marital  integration,  a  lowering  of  threat 
perception  thresholds,  and  a  slight  regres- 
sion in  the  maturity  of  the  self-image  could 
have  been  predicted  by  properly  combining 
Heath's  theory  that  the  mature  individual 
responds  to  stress  by  controlled  regression 
in  the  service  of  the  ego'-  and  Farber's  for- 
mulation that  the  first  stage  of  response  to 
familj'  crisis  is  the  augmentation  of  exist- 
ing family  triads  and  coalitions.-"  In  order 
to  test  this  hypothesis  further,  one  would 
like  to  have  measures  of  the  parents'  ma- 
turity and  susceptibility  to  perceived  threat 
at  some  time  prior  to  this  examination.  But 
since  it  is  seldom  possible  to  examine  the 
parents  of  a  retarded  child  before  re- 
tardation is  suspected,  one  might  be  able 
to  gain  some  insight  into  the  reasonableness 
of  this  hypothesis  by  studying  these  parents, 
with  the  instruments  used  here,  in  their 
homes  at  some  time  after  they  have  had 
time  to  assimilate  our  diagnostic  and  eval- 
uative findings.  Another  approach  would  be 
to  measure  acute  and  chronic  changes  in  the 
Role  Tension  and  PT  scores.  The  finding  of 
differing  response  patterns  in  different  set- 
tings and  at  different  times  would  also  serve 
to  further  elucidate  the  problem  of  the  ef- 
fect of  the  medical  setting  upon  the  patient's 
response  to  his  disease. 

T'.  Conclusions 

A.  This  testing  situation  was  probably 
significantly  different  from  that  used  by 
Farber  and  Heath.  If  so,  the  results  may 
represent  an  example  of  the  largely  un- 
known and  unrecognized  distortions  of  in- 
dividual human  behavior  which  occur  in 
medical  settings. 

B.  In  this  setting  the  sociological  varia- 
bles   measured    by    the    Marital    Prediction 


items  remain  stable  and  are  significantly  re- 
lated to  the  Maturity  of  the  Self-image. 

C.  The  evaluative  instruments  used  here 
most  probably  measured  elements  of  the 
parents'  responses  to  their  retarded  child 
and  his  problem  which  are  not  encompassed 
by  standard  interviewing  techniques. 

D.  It  may  be  hypothesized  that  in  the  ar- 
tifical  setting  of  a  developmental  evaluation 
clinic,  parents  acutely  emphasize  the  inte- 
grative aspects  of  their  marital  relationship 
while  showing  some  controlled  regression  in 
the  maturity  of  their  self-image  and  some 
increased  susceptibility  to  the  perception  of 
threat. 

VI.  Su7nmary 

This  report  concerns  an  exploratory  in- 
terdisciplinary study  of  the  efficacy  of  ap- 
plying social  science  theory  and  research 
techniques  to  the  understanding  of  the  re- 
sponses of  parents  to  their  retarded  children 
and  their  problems. 

The  relationship  between  parental  respon- 
ses and  the  developmental  growth  of  retar- 
dates is  pointed  out. 

The  literature  on  parental  responses  to 
mental  retardation  is  briefly  reviewed. 

The  bio-psychological  theories  of  the  ma- 
turing organism  used  by  Heath  to  study 
maturity  and  the  family  crisis,  and  the 
games  of  strategy  theories  used  by  Farber 
to  study  the  integration  of  families  with 
severely  retarded  children,   are  presented. 

Drawing  upon  the  experimental  techni- 
ques of  these  two  men,  a  research  procedure 
was  carried  out  on  a  sample  of  20  parents 
of  children  evaluated  at  the  Developmental 
Evaluation  Clinic  of  the  Bowman  Gray 
School  of  Medicine. 

On  the  basis  of  the  results  of  this  study 
it  is  concluded : 

A.  That  our  testing  situation  is  probably 
significantly  different  from  that  used  by 
Farber  and  Heath. 

B.  That  the  sociological  variables  used  io 
measure  Marital  Prediction  are  stable  ami 
significantly  related  to  the  Maturity  of  the 
Self-image. 

C.  That  our  instruments  are  measuring 
something  other  than  what  is  measured  by 
interviewing  techni(|ues. 
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D.  That  we  may  hypothesize  that  in  the 
artificial  setting  of  a  developmental  evalua- 
tion clinic,  parents  acutely  maximize  their 
perception  of  the  integration  of  their  mar- 
riage. 

E.  That  this  subject  is  not  yet  fully  ex- 
plored. 
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In  some  cases  the  rules  of  Hygiene  could  not  be  followed,  however  much  the  individual 
might  desire  to  do  so.  For  example — Pure  air  is  a  necessity  for  health,  but  an  individual 
may  have  little  control  over  the  air  which  surrounds  him  and  which  he  must  draw  into 
his  lungs— he  may  be  powerless  to  prevent  other  persons  from  contaminating  his  air  and 
thereby  striking  at  the  very  foundation  of  his  health  and  happiness.  Here  as  in  so  many 
other  cases  which  demand  regulation  of  the  conduct  of  individuals  toward  each  other— the 
State  steps  in  for  the  protection  of  its  citizens  and  enacts  rules  which  shall  be  binding  upon 
all— hence,  arises  what  is  now  termed  State  Medicine,  a  matter  of  the  greatest  importance. 
The  fact  of  "State  Medicine"  being  possible  marks  an  epoch  in  which  some  sanitary  rules 
receive  a  general  consent  and  indicates  an  advancing  civilization.— "Bulletin  of  the  North 
Carolina  Board  of  Health." 
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Benign  Recurrent  Jaundice  of  Pregnancy 

Case  Report  and  Discussion 
Thomas  N.  Massey,  Jr.,  M.D.,  and  Posey  E.  Downs,  Jr.,  M.D. 


Recurrent  benign  idiopathic  jaundice  of 
pregnancy  has  been  reported  with  some 
frequency  in  the  Scandinavian  literature''- 
and  more  recently  in  British  and  American 
journals.  It  usually  appears  during  the  last 
four  months  of  gestation,  disappears  soon 
after  delivery,  and  usually  recurs  during 
subsequent  pregnancies.  A  case  with  the 
typical  history,  laboratory  data  and  liver 
biopsy  findings  is  reported. 

Case  Report 

A  25-year-old  white  woman,  gravida  4,  para  3,  abor- 
tus 1,  was  first  seen  by  us  during  her  fourth  preg- 
nancy. Jaundice  developed  during  the  sixth  month  of 
gestation,  and  it  was  learned  that  episodes  of  jaundice 
had  been  associated  with  two  of  her  previous  preg- 
nancies. 
Past  history 

The  patient  conceived  for  the  first  time  in  May  of 
1958,  and  jaundice  was  noted  in  the  fifth  or  sixth  month 
of  pregnancy.  The  jaundice  persisted  until  after  de- 
livery on  January  7,  1959.  Following  delivery  x-ray 
studies  of  the  gallbladder  showed  poor  function,  and 
she  underwent  an  abdominal  exploration.  Cholecystec- 
tomy was  performed  because  of  the  gallstones,  and  a 
biopsy  of  the  liver  was  done.  The  liver  was  increased 
about  25%  in  size,  but  no  other  abnormalities  were 
noted.  The  liver  biopsy  showed  central-zone  bile 
stasis  and  thrombi  with  no  evidence  of  necrosis,  in- 
flammation, or  fibrosis.  The  jaundice  subsided  com- 
pletely within  one  month  after  delivery. 

The  patient's  second  pregnancy,  in  1961,  ended  in 
spontaneous  abortion  after  eight  weeks  of  gestation. 
There  was  no  mention  of  jaundice  by  the  physician  at- 
tending her  at  that  time. 

The  third  pregnancy  occurred  in  1962  and  was 
marked  by  the  development  of  jaundice  in  the  fifth 
month  of  gestation.  No  investigation  of  this  condition 
was  made  until  she  was  admitted  to  the  hospital  two 
months  later  because  of  vaginal  bleeding.  Laboratory 
studies  obtained  on  admission  showed  the  urine  to  be 
positive  for  bile.  The  serum  bilirubin  was  2.8  mg/ 
100  ml,  all  of  which  being  the  direct  type.  The  only 
medication  received  during  pregnancy  was  multi- 
vitamin tablets  taken  daily.  The  pregnancy  resulted 
in  a  stillbirth,  and  no  autopsy  was  carried  out. 

The  patient  became  pregnant  for  the  fourth  time  in 
1963  when  one  of  us  iT.  N.  M.)  saw  her  for  the  first 
time  in  the  third  month  of  gestation.  Mild  icterus  was 
noted    in   the    fourth    month    of    this    pregnancy,    and 
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shortly  afterward  she  began  to  complain  of  general 
pruritus  and  mild  headaches.  The  itching  was  treated 
locally  with  creams.  Liver  function  studies  performed 
in  the  fifth  month  of  pregnancy  include  a  cephalin 
flocculation  test  which  was  negative  within  48  hours, 
and  the  thymol  turbidity  test— 12  units.  The  prothrombin 
time  was  20  seconds  with  a  control  of  13  seconds, 
representing  387f   activity. 

The  patient  was  admitted  to  the  hospital  on  March 
7,  1964,  for  evaluation  of  the  jaundice.  The  hemoglobin 
level  was  14.5  gm,  with  a  normal  white  blood  cell 
count  and  differential.  The  urine  was  positive  for  bile 
and  the  specific  gravity  was  1.020.  No  albumin  or  sugar 
was  present,  and  results  of  microscopic  examinations 
were  negative.  Liver  function  tests  revealed  the  serum 
protein  to  be  7.2  gm  'albumin  3.7  and  globulin  3.5  gm). 
The  total  bilirubin  was  7  mg/100  ml  'direct  type,  4 
mg/100  ml:  indirect,  3  gm/100  ml).  The  thymol  tur- 
bidity was  1.1  units,  and  the  cephalin  flocculation  test 
was  negative  at  24  and  48  hours.  The  SCOT  was  410 
units,  and  the  alkaline  phosphatase  was  8.3  Bodansky 
units.  The  prothrombin  time  was  38%  prior  to  admis- 
sion and  100%  following  the  intravenous  administration 
of  phytonadione  <Aqua  Mephyton).  An  infracostal  hver 
biospy  done  with  the  Menghini  Needle  showed  the 
sinusoids  to  be  irregularly  dilated  and  congested,  with 
conspicuous  areas  of  bile  thrombi  in  the  canaliculi 
I  Fig.  1'.  These  changes  were  compatible  with  the  so- 
called  "recurrent  jaundice  of  pregnancy."  and  were 
identical  to  the  findings  in  the  original  open-liver 
biopsy. 

The  patient  was  admitted  to  the  hospital  on  May 
20,  1964.  and  shortly  afterward  was  delivered,  without 
difficulty,  of  a  healthy  child.  Laboratories  studies  ob- 
tained two  days  post  partum  revealed  a  prothrombin 
time  of  lOOTt,  SCOT  201  units,  serum  bilirubin  4.5 
mg/100  ml  (direct,  2.9  mg;  indirect,  1.6  mg).  The 
alkaline  phosphatase  level  remained  fairly  constant  at 
8.9  Bodansky  units,  and  the  thymol  turbidity  was  1.5 
units.  Laboratory  studies  obtained  five  days  post 
partum  showed  the  total  bilirubin  to  be  unchanged. 
The  alkaUne  phosphatase  level  was  5  Bodansky  units 
and  the  SCOT  had  dropped  to  32  units. 

The  patient's  jaundice  gradually  subsided  after 
delivery,  and  when  next  seen  some  three  months  post 
partum  she  had  no  clinical  jaundice.  The  biUrubin  at 
that  time  had  returned  to  normal,  measuring  0.93 
mg  100  ml  lindirect,  0.26  mg:  direct,  0.67  mg/100 
ml). 
Fifth  pregnancy 

In  December  of  1965  the  patient  again  reported  for 
prenatal  care.  She  was  in  the  fourth  month  of  gesta- 
tion and,  once  more,  was  beginning  to  demonstrate 
slight  icterus  and  pruritus.  The  total  bilirubin  was 
1.75  mg/100  ml— direct.  0.83  mg;    indirect.   0.9  mg/lOO 
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ml.  The  thymol  turbidity  was  1  unit,  and  cephalin 
flocculation  was  1  plus  at  24  hours  and  48  hours.  The 
prothrombin  time  was  14  seconds  compared  with  the 
control  of  13  seconds,  or  Sl7o  activity.  On  January  4, 
1966,  two  months  after  the  first  prenatal  visit,  she  re- 
turned for  her  second  visit  with  deepening  jaundice 
and  an  icterus  index  of  13.8  units.  There  were  large 
linear  bruises  on  both  thighs,  which  she  attributed  to 
scratching.  The  prothrombin  time  was  23  seconds 
compared  with  a  control  of  13  seconds,  indicating  only 
30%  activity.  She  received  10  units  of  Aqua  Mephyton 
intramuscularly,  which  quickly  brought  her  prothrom- 
bin time  to  normal.  On  her  third  prenatal  visit  the 
jaundice  was  still  progressing,  and  the  total  serum 
bilirubin  was  3.88  mg/100  ml  (direct,  1.95  mg/100  ml; 
indirect,  1.93  mg/100  ml).  The  thymol  turbidity  was 
1.8  units  and  the  prothrombin  time  was  13  seconds  with 
the  control  also  being  13  seconds,  or  100%  activity. 

She  was  admitted  to  the  hospital  in  labor  on  April 
2,  1966,  approximately  six  weeks  prior  to  her  estimated 
date  of  confinement,  and  was  delivered,  under  pu- 
dendal block  analgesia,  of  a  5  pound  8  ounce  infant. 
On  admission  to  the  hospital  the  total  bilirubin  was 
3.48  mg/100  ml,  the  thymol  turbidity  was  2.45  units, 
and  the  prothrombin  time  was  12  seconds  with  a  con- 
trol of  12  seconds.  The  alkaline  phosphatase  was  15.1 
Bodansky  units,  the  electrophoretic  pattern  was  with- 
in normal  limits,  and  the  SGOT  was  111  units.  Dur- 
ing her  stay  in  the  hospital  the  SGOT  value  gradually 
rose  to  186  units,  and  the  alkaline  phosphatase  to  22.6 
units.  The  thymol  turbidity  remained  normal  through- 
out her  hospital  stay.  Four  days  after  delivery  she 
underwent  tubal  sterilization  under  local  anesthesia. 

The  patient  returned  to  the  office  for  her  postpartum 
visit  four  months  after  delivery.  At  this  time  the 
serum  bilirubin  was  0.93  mg/100  ml  (direct,  0.55  mg; 
indirect,  0.38  mg).  The  alkaline  phosphatase  remained 
elevated  at  17  Bodansky  units.  We  have  been  unable 
to  obtain  any  further  follow-up  on  the  patient  since 
this  visit,  four  months  post  partum. 

Discussion 

Benign  recurrent  jaundice  of  pregnancy  is 
an  obstructive  type  of  jaundice,'  developing 
usually  during  the  last  four  months  of  preg- 
nancy and  usually  recurring  during  subse- 
quent pregnancies.  It  characteristically  fol- 
lows a  benign  course.  This  jaundice  is  dif- 
ferent from  other  types  of  jaundice  asso- 
ciated with  pregnancy,'^' '  such  as  toxemia, 
hyperemesis  gracidarum,  or  acute  yellow 
atrophy;  and  from  other  jaundices  that  may 
be  related  to  pregnancy,  such  as  hepatitis, 
stones,  and  hemolytic  jaundice.  Typical  clin- 
ical and  laboratory  features  are  as  follows : 
The  condition  does  not  seem  to  be  familial, 
and  in  all  the  cases  reported  the  onset  was 
in   the   last  four   or   five   months   of  preg- 
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FIk.  1.  Photomicrograph  of  liver. 


nancy.''  Itching  was  the  first  symptom  noted 
in  75  ^c  of  the  cases,  and  jaundice  was  the 
second  most  common  presenting  complaint. 
It  has  been  suggested  by  some  that  pruritus 
gravidarum  is  a  milder  form  of  idiopathic 
jaundice  and  should  alert  the  doctor  to  the 
possibility  that  the  patient  might  be  de- 
veloping this  condition.''  In  most  cases,  the 
jaundice  disappears  within  four  weeks  fol- 
lowing delivery.'-^  Other  symptoms  consisted 
of  mild  fatigue,  nausea,  muscle  and  joint 
pains,  and  some  abdominal  distress.  All  pa- 
tients were  nutritionally  in  good  condition 
and  were  little  affected  by  the  disease.  None 
of  the  reported  patients-'-'"  had  hepatitis, 
cirrhosis,  or  hemolysis.  Gallstones  were 
present  in  this  case  and  had  been  reported 
in  several  cases,  but  this  finding  was  prob- 
ably coincidental.  Laboratory  studies"-'-  re- 
vealed signs  of  obstructive  jaundice,  with 
the  serum  bilirubin  value,  icterus  index,  and 
alkaline  phosphatase  level  being  elevated 
and  remaining  elevated  until  after  delivery. 
The  SGOT  levels  are  usually  slightly  ele- 
vated. The  thymol  turbidity,  cephalin  floc- 
culation, and  serum  proteins  are  all  usually 
normal.  The  prothrombin  time  is  usually  ele- 
vated if  the  jaundice  is  present  for  more 
than  two  weeks,  and  returns  to  normal 
rapidly  after  the  administration  of  vitamin 
K.  Cholangiograms  have  shown  the  common 
duct  to  be  normal  in  all  cases,  but  gallstones 
have  been  reported  in  about  ■i%'  of  the 
patients. - 

Liver  biopsy  reveals  centroacinar  bile 
stasis.  The  only  truly  abnormal  finding  is 
the  plugging  of  the  canaliculi  with  bile.  The 
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canaliculi  are  usually  normal  in  caliber  but 
occasionally  are  slightly  dilated.  The  sur- 
rounding centroacinar  liver  cells  contain  bile 
pigment  and  may  show  fine  basophilic  gran- 
ules. No  other  degenerative  changes  are 
present,  and  the  portal  areas  are  not  in- 
volved. 

Several  typical  cases  clinically  have  shown 
only  minimal  cholestatic  changes  on  biopsy. 
Repeat  biopsies,  when  done  after  delivery, 
have  been  normal. 

Since  the  advent  of  oral  estrogen-proges- 
terone contraceptive  products,  several  cases 
of  cholestatic  jaundice  have  been  re- 
ported.'^'^''  It  has  even  been  possible  to  re- 
produce jaundice  with  oral  hormone  agents 
in  patients  who  have  previously  had  be- 
nign recurrent  jaundice  of  pregnancy.'' 
Liver  biopsies  have  been  done,  and  the  hepa- 
tic picture  is  identical  to  the  previous  dis- 
ease.*" It  is  felt  that  C-17  estrogen  or  pro- 
gestin is  the  hepatotoxic  agent,  and  that 
this  is  somewhat  related  to  individual  sensi- 
tivity to  the  C-17  steroid.  Electron  micro- 
scopy shows  the  following  changes  in  choles- 
tatic jaundice;  first,  there  is  loss  of  micro- 
villi in  the  lining  of  the  canaliculi,  fol- 
lowed later  by  dilation  and  rupture  of  the 
canaliculi  with  formation  of  bile  thrombi. 
Other  agents  which  are  known  to  cause 
cholestatic  jaundice  are  Ilosone,  testos- 
terone, arsphenamine,  Enovid,  and  chlor- 
promazine. 

Summary 

A  case  has  been  presented  which  has 
shown  benign  recurrent  jaundice  recurring 
in  four  successive  pregnancies  which  con- 
tinued past  the  fourth  month  of  gestation. 
The  course  has  been  benign,  and  the  patient 
has  now  given  birth  to  her  fourth  child.  Her 
disease  was  characterized  by  obstructive 
type  jaundice  occurring  in  four  consecutive 
pregnancies.  Serum  bilirubin,  icterus  index 
and  alkaline  phosphotase  have  all  been  ele- 
vated and  returned  to  normal  following  de- 


livery. Prothrombin  time  was  prolonged  and 
SCOT  values  elevated.  Vitamin  K.  quickly 
returns  the  prothrombin  time  to  normal  and 
is  an  important  therapeutic  consideration 
prior  to  delivery.  Needle  biopsy  of  the  liver 
affords  safe,  prompt  diagnosis  and  should 
be  carried  out  in  all  cases  of  jaundice  oc- 
curring in  pregnancy  where  the  diagnosis  is 
in  doubt.  The  prognosis  for  the  mother  and 
child  is  good.  It  is  suspected  that  this  dis- 
ease is  more  common  than  has  been  re- 
ported in  the  past  and  will  be  recognized 
with  greater  frequency  in  the  future. 
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Fluoride  Therapy  in  Prostatic  Carcinoma  Metastatic  to  Bone 

Prelimvutry  Report 
W.  P.  Scott,  M.D. 


Sodium  fluoride  has  been  used  in  the  treat- 
ment of  malignant  diseases  since  1949,'  and 
its  value  in  osteoporosis,--'  osteogenesis  im- 
perfecta,^ multiple  myeloma,''  and  Paget's 
disease  of  bone*'  has  been  reported.  It  is  the 
latter  use  of  the  drug  that  is  remarkable, 
since  the  radiographic  appearance  of  Paget's 
disease  is  that  of  osteosclerosis  rather  than 
the  osteolysis-porosis  of  the  others.  The  x- 
ray  changes  of  this  disease  and  of  adeno- 
carcinoma of  the  prostate  are  often  indis- 
tinguishable. It  is  interesting  that,  histologi- 
cally, Paget's  disease  is  mimicked  by  fluoro- 
sis of  bone — even  to  its  mosaic-like  appear- 
ance. Furthermoi'e,  radiographically,  the  lat- 
ter can  simulate  metastatic  lesions  in  bone 


and  others'  have  reported  that  the  ingestion 
of  as  much  as  320  mg  daily  for  periods  of 
five  to  six  months  did  not  result  in  any  evi- 
dence of  acute  or  chronic  toxic  states  in  man. 
Naturally,  much  larger  doses  given  acciden- 
tally*^ will  produce  the  characteristic  triad 
of  osteosclerosis,  ligamentous  calcification, 
and  periosteal  hyperostosis  in  one  or  more 
long  bones.  However,  the  osteosclerosis  re- 
sulting from  prolonged  ingestion  of  rela- 
tively highly  fluoridated  water  is  found  in 
people  who  are  completely  asymptomatic. 

Table  1  is  a  resume  of  our  first  six  cases — 
in  all  of  which  bone  pain  was  no  longer 
amenable  to  hormonal,  steroid,  or  radiation 
therapy,  and  in  the  majority  of  cases,  was 


Table  1 
Siunmary  of  Cases* 


- 

Duration  of 

Hormonal 

Radiation 

Treatment 

<0. 

Age 

Race 

Surgical  Procedures 

Therapy 

Therapy 

Metastases 

with  NaF 

1. 

67 

W 

TUR  (1964),  orchiectomy 

Estrogens 
Prednisone 

Co''" 

L-S  spine,  pelvis' 

2  weeks 

2. 

68 

N 

TUR  (1956),  orchiectomy 

Estrogens 

Co'-'" 

Ribs.  L-D  spine,  femora' 

4  weeks 

3. 

76 

N 

TUR  (1963),  orchiectomy 

Estrogens 

p:v2 

L-S  spine,  pelvis,  chest' 

4  weeks 

4. 

72 

N 

None 

Estrogens 

Co''" 

Pelvis,  spine,  ribs' 

6  weeks 

5. 

72 

N 

TUR  (1966) 

Estrogens 

Co«" 

L-S  spine 

3  weeks 

6. 

64 

W 

TUR  (1965  and  1966) 

Estrogens 

CoB" 

Pelvis 

2  weeks 

♦Resume  of  first  6  patients  receiving  sodium  fluoride  for  intractable  bone  pain  secondary  to  prostatic  carcinoma.  Daily 
doses  of  100  rag  sodium  fluoride  were  given  along  with  whatever  estrogen  preparation  the  patient  happened  to  be  taking 
even  though  it  had  become  ineffective  as  far  as  pain  was  concerned. 


secondary  to  cancer  of  the  prostate.  Thus, 
after  many  years  of  largely  futile  attempts 
to  palliate  these  prostatic  metastatic  bone 
lesions,  which  were  no  longer  responsive  to 
either  horomonal  therapy  or  radiation  (in- 
cluding the  use  of  P  32)  or  both,  I  decided 
to  try  sodium  fluoride  in  the  management 
of  intractable  and  incapacitating  bone  pain. 
In  reports  on  the  action  of  sodium  fluo- 
ride,'-''  an  absence  of  toxic  effects — even 
with  prolonged  ingestion ;  a  metabolic  ef- 
fect on  bone,  and  minimal  changes  in  blood 
chemistry  values  have  been  claimed.  Black 


Fi-om    the    Department    of    Radiotherapy,    Charlotte    Me- 
morial Hospital,  Charlotte,  N.   C.  28201. 


refractory  to  narcotics.  A  few  patients  had 
been  scheduled  for  cordotomy  as  the  next 
effort  toward  relief  of  pain.  After  these  pa- 
tients were  given  100  mg  of  sodium  fluoride 
daily,  relief  of  pain  began,  on  the  average, 
after  the  fourth  week  of  treatment.  At  pres- 
ent four  of  the  patients  need  no  medication 
for  pain,  and  the  others  require  only  one  or 
two  tablets  (daily)  occasionally.  There  have 
been  no  complications  or  untoward  effects. 
One  patient  experienced  gastric  irritation 
(from  the  production  of  hydrofluoric  acid) 
which  was  alleviated  by  aluminum  hy- 
droxide. Roentgenograms,  hemograms,  and 
blood  chemistry  values  have  remained  stable. 
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Since  this  report  is  concerned  only  with 
the  use  of  sodium  fluoride  for  the  relief  of 
pain,  other  factors  are  not  considered. 
Furthermore,  x-ray  changes  may  take  years 
to  develop,  and  the  physiologic  and  meta- 
bolic effects  of  the  drug  have  already  been 
studied.  Naturally,  these  cases  will  be  fol- 
lowed indefinitely,  and  further  reports  will 
follow. 

Summary  and  Conclusion 

A  simple  and  safe  method  of  managing 
bone  pain  secondary  to  metastatic  osteoblas- 
tic prostatic  cancer  with  sodium  fluoride  is 
presented.  Its  documented  safety  of  adminis- 
tration over  a  prolonged  time,  its  question- 
able cytotoxic  effect,  and  its  successful  use 
in  Paget's  disease — plus  desperation— led  to 
a  trial  of  this  drug,  which  so  far  has  proved 
effective  and  nontoxic.  We  now  have  a  total 
of  20  cases :  all  patients  experienced  pain 
relief  either  satisfactorily  or  dramatically. 
The  use  of  this  drug  in  metastatic  osteoly- 
tic lesions,  especially  of  the  breast,  shows 
early  promise. 

Radioactive  fluorine  (F^')  might  be  more 
satisfactory  in  the  treatment  of  metastatic 
bone  lesions,  since  it  accumulates  more 
rapidly  and  selectively  than  radioactive  cal- 
cium, strontium,  or  phosphorus,  although  its 
110-minute  half-life  precludes  its  use  at  cen- 
ters remote  from  nuclear  reactors.  However, 
I  feel  that  the  physiologic  effect  of  stable 
fluoride  is  preferable  to  the  radiotherapeutic 
action  of  radiofluorine. 


Attendum, 

We  are  now  priming  patients  witli  100  mg  of  sodium 
fluoride  daily  for  two  weeks  and  then  maintaining 
them  on  a  daily  dose  of  50  mg.  The  capsules  are  pre- 
pared from  100  mg  NaF  analytical  reagent  and  sodium 
bicarbonate  filler.  The  basic  laboratory  work-up  con- 
sists of  serum  calcium,  phosphorus,  and  fluoride  acid 
and  alkaline  phosphatase— BUN— and  CBC.  Thus  far 
there  have  been  no  significant  elevations  of  the  serum 
fluoride.  We  have  extended  fluoride  therapy  into  sec- 
ondary osteolytic  and  a  few  primary  bone  lesions, 
and  are  presently  studying  the  effects  of  phosphate 
therapy  in  these  lesions,  both  with  and  without  pre- 
vious or  concomitent  fluoride  therapy. 
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Correction 

We  regret  that  the  name  of  Dr.  James  G.  Jones  was  inadvertently 
omitted  from  the  list  of  members  of  the  Blue  Ribbon  Committee  whose 
report  on  the  Annual  Meeting  appeared  in  the  March  issue  of  the  Jour- 
nal.— Ed. 
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The  Doctor-Scientists  Of  Colonial  North  Carolina 

Thomas  C.  Parramore,  Ph.D. 


Although  North  Carolina'.s  colonial  phy- 
sicians have  been  given  due  credit  for  the 
wide  role  they  played  in  politics  and  in 
other  phases  of  the  life  of  the  colony,  they 
have  never  been  I'egarded  seriously  as  sci- 
entists, medical  or  otherwise.  Some  writers 
have,  indeed,  shown  the  extent  to  which  na- 
tural science  was  pursued  in  the  Moravian 
settlements,'  but  no  one  would  argue  that 
this  special  instance  reflects  the  state  of 
scientific  studies  in  the  colony  generally. 
Yet  it  becomes  ever  more  clearly  evident 
that  scientific  inquiry  in  colonial  North 
Carolina  was  almost  exclusively  the 
province  of  the  surgeon-apothecary  and 
that  some  worthwhile  scientific  advances 
resulted  from  his  labors. 

Recent  researches  by  Professor  Hugh 
Lefler  and  others  have  tended  to  establish 
the  credentials  of  John  Lawson,  author  of 
the  first  Natural  History  of  the  colony,  as 
a  London-trained  apothecary.-  Better  known 
is  the  medical  character  of  Dr.  John  Brick- 
ell,  who  extended  Lawson's  work.  But  there 
was  also  Governor  Gabriel  Johnston,  a 
product  of  the  medical  school  of  the  Univer- 
sity of  Leyden  and  an  earnest  natural  his- 
torian in  his  own  right,  as  well  as  a  group 
of  lesser  lights  who  contributed  to  the 
growing  body  of  available  scientific  infor- 
mation about  North  Carolina  during  the 
18th  Century.  Even  Pennsylvania's  William 
Bartram,  the  best  known  of  the  colonial 
naturalists  to  write  of  North  Carolina,  was 
connected  with  the  colony's  medical  faculty 
through  his  cousin.  Dr.  William  Bartram 
of  Bladen  county,  with  whom  the  former 
spent  several  youthful  years  while  probing 
the  natural  curiosities  of  the  Cape  Fear 
region. 

The  reader  should  bear  in  mind  that  medi- 
cine was  the  only  profession  in  colonial 
North  Carolina  which  demanded  at  least 
rudimentary  scientific  knowledge.  Even  the 


From  the  Department  of  History,  Meredith  Collese, 
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surgeon  who  acquired  his  skill  as  an  ap- 
prentice or,  probably  as  often,  by  self-in- 
struction, became  uncommonly  well-versed 
in  the  wide  variety  of  medicinal  plants  re- 
garded as  the  stock-in-trade  of  the  early 
practitioner. 

Nature  herself  provided  a  strong  stimulus 
to  the  scientific  intellect.  Miss  Janet  Schaw, 
an  English  gentlewoman  visiting  the  Wil- 
mington area  in  1775,  described  a  young 
acquaintance,  Mr.  Joseph  Eagles,  in  this 
fashion : 

I  never  saw  so  general  and  so  extensive  a  genius  as 
he  is  possessed  of.  Trees,  plants,  flowers  and  all  the 
vegetable  world  fall  under  his  particular  observa- 
tion: nor  is  inanimated  nature  his  only  study.  The 
animal  creation  from  the  small  reptile  up  to  what 
is  here  dignified  with  the  title  of  man  engages  his 
attention.  ...  He  makes  me  walk  with  him  for 
hours  in  the  surrounding  woods,  which  indeed  are 
full  of  objects  to  amuse  the  mind  and  please  the 
fancy  of  such  as  have  the  least  pretentions  to 
taste  or  curiosity.  .  .  .s 

Describing  an  elderly  gentleman  of  the 
same  neighborhood.  Miss  Schaw  observed 
that  he  not  only  had  a  thorough  acquain- 
tance with  farming  and  mathmatics  but  had 

no  bad  smattering  of  Mechanicks;  he  has  studied 
Physic  and  Botany;  of  the  last  he  is  particularly 
fond,  and  this  country  affords  him  ample  gratifica- 
tion for  that  study,  as  there  is  hardly  a  medicinal 
herb  or  plant  produced  in  any  climate  that  he  has 
not  discovered  something  here  to  answer  its  pur- 
poses.4 

There  were  probably  a  good  many  minor 
scholars  among  the  North  Carolina  physi- 
cians, the  records  of  whose  study  have 
passed  into  oblivion.  Dr.  Andrew  Scott, 
evidently  one  of  the  first  physicians  in  the 
colony  to  use  inoculation  in  the  fight  against 
smallpox,^  left  an  estate  at  his  death  in 
1767  which  included  16  medical  volumes. 
Among  them  was  "Vegetable  Kingdom  MS 
by  A.  Scott  (1  vol.),"  presumably  a  herbal 
compiled  locally  by  the  doctor  himself.^ 
An  inventory  of  the  estate  of  Dr.  Thomas 
Nielson,  a  surgeon  who  passed  away  at 
Wilmington  in  1758,  included  among  his 
medical  volumes  a  "MS  Dispensatory  by 
himself.""  No  doubt  the  evidence  of  many 
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such  works  has  disappeared  among  the  lost 
inventories  of  colonial  North  Carolina. 
John  Laivson 

Among  the  colonial  scientists  of  this 
province  whose  work  has  survived,  none 
made  a  more  impressive  contribution  than 
did  John  Lawson.  Following  his  apprentice- 
ship to  two  London  apothecaries  in  the 
1670's,  Lawson  came  to  North  Carolina  in 
1700."  The  evidence  indicates  that  he  came 
to  America  at  the  urging,  and  perhaps  un- 
der the  sponsorship,  of  apothecary-botanist 
James  Petiver  of  London,  "one  of  the  great- 
est promoters  of  natural  science  of  his 
day."""  From  "Pamlico  River,"  Lawson  wrote 
Petiver  in  1701  of  "collections  of  Animals 
Vegitables  etc"  which  he  intended  to  send 
his  correspondent,  his  intention  of  visiting 
the  sea-shore  in  quest  of  shells,  and  his 
chances  of  procuring  "butterflies,  &  other 
insects"  and  fish.^ 

Following  a  visit  to  London  in  1708  to 
arrange  for  publication  of  his  Neip  Voyage 
to  Carolina,  Lawson  was  supplied  by  Petiver 
and  others  with  drugs,  pins  for  insects, 
and  other  items,  including  financial  help 
and  John  Ray's  Historia  Plantariim  as  an 
aid  in  identifying  rare  specimens.'"  In  1710 
Lawson  wrote  Petiver  from  Neuse  river, 
mentioning  insects,  plants,  bird  skins,  snake 
skins  and  fossils  that  he  was  forwarding 
to  London,  and  citing  his  lack  of  preserva- 
tive fluids  as  his  reason  for  not  having  be- 
gun a  collection  of  water  fowl. 

Lawson's  untimely  death  at  the  hands  of 
Indians  in  1711  cut  short  the  fulfillment 
of  a  plan  he  had  outlined  to  Petiver  to 
make  a  still  more  thorough  study  than  that 
contained  in  the  Neiv  Voyage.  He  had  meant 
to  "make  a  strict  collection  of  all  .  .  .  plants," 
birds,  fishes,  insects,  fossils,  and  soils  he 
could  "meet  withall  in  Carolina"  as  the  ma- 
terials for  "a  Compleat  History  of  these 
parts.  .  .  .""  Lawson  had  given  promise  of 
becoming  one  of  the  great  natural  scientists 
of  his  day. 

John   Brickell 

An  interesting  addition  to  Lawson's  work 
was  that  of  Dr.  John  Brickell,  an  Irish  phy- 
sician who  spent  a  year  or  two  in  the  Al- 
bemarle region   in   1730   and   1731.   A  fre- 


quent visitor  to  Bath,  where  Lawson  had 
resided  and  left  a  family,  Brickell  may  have 
come  across  Lawson's  book  there  and  per- 
haps even  some  of  the  scientific  collection 
he  had  started.  After  returning  to  Ireland, 
Brickell  in  1737  published  his  own  Natin'al 
History  of  North  Carolina,  plagiarizing  the 
greater  part  of  his  material  from  Lawson 
but  adding  some  observations,  particulaiiy 
medical  and  social,  of  his  own.'-  But  Brickell 
was  himself  a  serious  collector,  as  is  in- 
dicated by  the  title  of  a  second  work  pub- 
lished by  him  in  1745:  A  Catalog  of  the 
American  Trees  and  Plants  that  will  Stand 
the  Climate  of  England^''  The  disappearance 
of  all  copies  of  this  volume  has  denied  us 
what  was  probably  Brickell's  most  useful 
contribution  to  natural  science. 

Gabriel  Johnston 

Gabriel  Johnston  succeeded  Brickell  as  a 
student  of  North  Carolina's  natural  history. 
Born  in  Dundee,  Scotland,  in  1699,  he  stu- 
died at  the  University  of  St.  Andrews, 
where  he  obtained  the  Master  of  Arts  de- 
gree in  1720.'^  In  1721  he  went  to  Leyden 
to  study  medicine  at  the  finest  medical 
school  in  the  world  but  returned  to  St.  An- 
drews a  year  later  to  accept  the  chair  in 
Hebrew.'''  Following  a  brief  career  as  a 
teacher  and  another  as  an  essayist  for  var- 
ious periodicals,  Johnston  in  1730  emigrated 
to  America  and  in  1734  was  appointed  gov- 
ernor of  North  Carolina. 

Settling  first  as  a  planter  on  the  Cape 
Fear  river,  Johnston  from  the  outset  con- 
cerned himself  with  natural  studies,  though 
his  aims  were  less  academic  than  practical. 
Primarily  interested  in  the  possibility  of 
growing  grapes  and  mulberry  trees  (for 
silk),  the  governor  was  prodded  by  English 
correspondents  to  carry  out  broader  studies. 
In  1737  he  wrote  Lord  Wilmington  regret- 
ting that  he  had  not  yet  sent  "(in  obedinece 
to  your  Lordship's  commands)  some  account 
of  the  Natural  History  of  this  part  of  the 
world."'"  He  was  "heartily  sorry  that  the 
several  pregnant  opossums  I  sent  last  year 
should  have  all  miscarried.  I  hope  to  have 
better  luck  this  time.  The  trees  I  hope  came 
safe."''^  He  was  already  "laying  out  for  a 
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pair  of  young  buffaloes"  as  the  largest  of 
American  quadrupeds."'  He  intended  to  visit 
the  western  mountains  in  the  fall  but  hoped 
his  lordship  "will  be  so  good  as  to  excuse 
my  [not]  putting  it  in  a  botanick  dress, 
with  long-sounding  Greek  and  Roman 
names,  which  have  always  thrown  me  into 
convulsions."'" 

Johnston  is  yet  to  receive  full  credit  for 
the  scientific  side  of  his  many-faceted  in- 
terest in  North  Carolina.  The  better  part 
of  his  extensive  library  was  bequeathed  to 
his  step-son-in-law.  Dr.  William  Cathcart, 
a  fellow  Scot  who  lived  in  Northampton 
county.-" 

William  Bartram 

William  Bartram  was  22  years  old  in 
1761  when  he  moved  from  Philadelphia  to 
live  with  his  kinsmen  on  the  Cape  Fear. 
Although  his  father,  John  Bartram,  was 
also  a  noted  naturalist,  the  son  had  been  ap- 
prenticed to  a  merchant  and  it  was  in  pur- 
suit of  mercantile  fortune  that  he  opened 
a  store  in  Bladen  county.-'  In  company  with 
his  cousin,  Dr.  William  Bartram  of  "Ash- 
wood"  plantation,  the  young  Philadelphian 
soon  found  that  "the  attractions  of  nature  in 
that  fascinating  new  environment  claimed 
a  considerable  share  of  his  attentions.  .  .  ."^^ 
This  interest,  and  perhaps  a  romantic  at- 
tachment to  Dr.  Bartram's  sister  Mary,  kept 
William  in  Bladen  county  until  1765  when 
he  joined  his  father,  recently  appointed 
botanist  to  King  George  III,  on  a  scientific 
expedition  to  Florida.-'*  In  later  years  Wil- 
liam Bartram  returned  to  "Ashwood"  for  a 
time  but  embarked  on  a  permanent  career  in 
science  after  the  death  of  Dr.  Bartram  in 
1772.-*  His  famous  Travels  include  fond 
comments  on  "Ashwood"  as  well  as  the 
flora  of  that  vicinity. 

Scientific  instruments  were  rare  in  colon- 
ial North  Carolina  but  far  from  non-exis- 
tent. When  attorney  James  Milner  died  at 
Halifax  in  1773  an  inventory  of  his  estate 
listed  a  "microscope  and  apparatus,"  pocket 
microscope  and  glass,  magnets,  prism  glass, 
camera  obscura,  solar  telescope,  "one  ter- 
restrial and  celestial  globe,"  a  pair  of  celes- 
tial hemispheres,  barometer,  thermometer, 
hydrometer,       and      other       instruments.^^ 


Whether  he  also  practiced  medicine  is  un- 
certain, but  his  handsome  library  included 
22  medical  volumes,  a  parcel  of  medicines, 
mortar  and  pestel,  and  other  artifacts  of  the 
profession. 

Conclusion 
Add  the  doctor-scientists  of  the  Moravian 
settlements,  particularly  Dr.  Hans  Martin 
Kalberlahn,  and  North  Carolina's  colonial 
physicians  will  be  seen  to  have  taken  their 
scientific  I'esponsibilities  seriously.  If  there 
were  no  researchers  of  the  status  of  Cad- 
wallader  Colden  or  Benjamin  Rush,  neither 
was  there  such  a  total  want  of  mature  in- 
quiry and  reflection  as  North  Carolina  has 
so  far  received  credit  for  in  the  history 
books. 
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Radioisotopes  in  Clinical  Medicine 

Liver  Scanning   (Part  II) 
C.  Douglas  Maynard,  M.D.* 

In  last  month's  Journal,  liver  scanning 
and  its  value  in  the  demonstration  of  ana- 
tomic changes  y/as  considered.  Liver  scan- 
ning is  also  useful  in  the  evaluation  of  pa- 
tients suspected  of  having  biliary  obstruc- 
tion or  atresia.  As  early  as  1955,  Taplin 
and  co-workers'  described  the  use  of  rose 
bengal  tagged  with  1-131  in  the  evaluation 
of  liver  function  by  employing  external 
counting  techniques.  In  1965  Eyler-  et  al 
introduced  the  use  of  the  rose  bengal  1-131 
liver  scan  to  study  biliary  patency,  and  it  is 
now  widely  employed  to  aid  in  the  differen- 
tial diagnosis  of  obstructive  vei'sus  nonob- 
structive jaundice. 

Principle 

Rose  bengal  is  removed  from  the  blood 
rapidly  by  the  polygonal  cells  of  the  liver 
and  excreted,  together  with  bile,  into  the  gas- 
trointestinal tract;  therefore,  rose  bengal 
tagged  with  1-131  can  be  administered  in- 
travenously to  provide  a  satisfactory  scan 


♦James  Picker  Scholar  in  Radiologic  Research.  Depart- 
ment of  Radiology,  The  Bowman  Gray  School  of  Medicine 
of  Wake  Forest  Uiversity,  Winston-Salem,  North  Carolina 
27103. 
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of  the  liver.  The  existence  and  patency  of 
the  biliary  tree  can  also  be  readily  ascer- 
tained by  demonstration  of  excretion  of  the 
tagged  material  into  the  gastrointestinal 
tract  (Fig.  1),  The  gallbladder  concentrates 
the  material  also  and  can  often  be  visualized 
in  normal  cases  (Fig.  2). 

Patient  Preparatioyi 
If  possible,  Lugol's  solution  should  be  ad- 
ministered prior  to  the  scan  to  reduce  the 
radiation  to  the  thyroid.  No  other  prepara- 
tion is  essential,  although  some  laboratories 
have  the  patient  fast  overnight. 

Radioph  armaceuticaU 
The  only  radiopharmaceutical  widely  em- 
ployed for  this  specific  liver  scanning  tech- 
nique is  radioiodinated  (1-131)  rose  bengal. 
This  materia!  may  be  obtained  commercially 
in  precalibrated,  sterile  solutions  ready  for 
intravenous  administration.  The  8.1  day 
half-life  of  the  1-131  allows  adequate  storage 
time,  and  its  principal  364  Kev  gamma  emis- 
sion is  suitable  for  scanning. 

Procedure 
At  the  North  Carolina  Baptist  Hospital 
Nuclear  Medicine  Laboratory,  150  micro- 
curies  of  radioiodinated  rose  bengal  (ap- 
proximately 1.8  microcuries /kilogram)  is 
administered   intravenously.   Ten   to  fifteen 


Fig.  1.  Scan  on  the  left  is  the  initial  scan  showing  a  normal  distribution  in  the  liver.  The  scan  on  the  right 
reveals  normal   excretion  of  the  tagged   rose  bengal  mto  the  gastrointestinal  tract  foUowing  a  "fatty"  meal. 
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Fig.  2.  Initial  scan  on  the  left  is  normal.  Scan  on  the  right  shows  normal  visualization  of  the  gallbladder  and 
excretion    into   the    gastrointestinal   tract. 


minutes  later  an  anterior  scan  of  the  ab- 
domen is  obtained  to  include  both  the  liver 
and  left  upper  abdominal  quadrant  so  that 
the  appearance  of  radioactivity  in  the  small 
bowel,  the  left  kidney,  or  both  can  be  vis- 
ualized. P'ollowing  the  initial  scan  a  synthe- 
tic fatty  meal  is  administered  to  stimulate 
excretion  by  the  gallbladder.  A  repeat  scan 
is  obtained  and,  if  radioactive  rose  bengal 


is  demonsti'ated  in  the  small  bowel,  the  pro- 
cedure is  terminated.  If  no  activity  is  seen, 
repeat  scans  at  4,  24,  and  48  hours  may  be 
obtained  to  detect  delayed  excretion.  Scans 
are  always  correlated  with  all  available  x- 
ray  findings  and  other  laboratory  informa- 
tion. 

Cluneal  Applications 
The  rose  bengal  1-131  scan  of  the  liver  is 
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Fig.  3.  Initial  scan  as  well  as  delayed  scan  fails  to  demonstrate  tagged  rose  bengal  in  the  gastrointestinal 
tract,  indicating  complete  obstruction.  Some  renal  excretion  is  visuaUzed.  (  t  >  The  patient  proved  to  have  car- 
cinoma of  the  head  of  the  pancreas  with  complete  extrahepatic  biliary  obstruction. 
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Fig.  4.  An  initial  scan  and  delayed  scans  at  1  and  24   hours  demonstrate  excretion  of  the  tagged  rose  bengal 
by   the   kidneys    (  t )    but   no   gastrointestinal   excretion.  The  infant  proved  to  have  biliary  atresia. 


Fig.  5.  Initial  scan  in  the  top  left  hand  corner  shows  delayed  blood  clearance,  with  a  relatively  normal  liver. 
The  delayed  scans  at  4  and  24  hours  show  both  renal  as  well  as  delayed  gastorintestinal  excretion.  This  patient 
proved   to   have   intrahepatic   cholestasis    (drug   induced). 


used  primarily  at  our  institution  to  aid  in 
the  differential  diagnosis  of  obstructive 
versus  nonobstructive  jaundice.  Complete 
extrahepatic  biliary  obstruction,  such  as 
that  due  to  carcinoma  of  the  pancreas,  com- 
mon duct  stones,  or  metastatic  nodes,  can 
readily  be  appreciated  by  scanning.  In  these 
cases  of  complete  obstruction,  delayed  scans 


will  fail  to  identify  the  radioisotope  in  the 
gastrointestinal  tract  (Fig.  3).  With  lack 
of  liver  excretion,  renal  excretion  will  occur, 
and  care  must  be  taken  not  to  misinterpret 
renal  uptake  for  gastrointestinal  activity. 
In  a  reported  series  of  32  jaundiced  patients, 
Freeman  and  Kay''  read  the  scans  accurately 
in  96%  of  the  cases. 
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Liver  Sca)i)U)ig  (Part  I ) 
Indications: 

1.  Evaluation  of  liver  size,  shape,  and 
and  position 

2.  Detection  of  focal  space  occupying 
lesions  such  as  tumors,  cysts,  and  ab- 
cesses 

3.  Evaluation  of  abdominal  masses 

4.  Preoperative  evaluation  for  hepatic 
metastases  in  patients  with  known 
malignancies 

5.  Localization  of  hepatic  lesions  for 
biopsy  or  abscesses  for  drainage 

6.  Follow  up  of  patients  with  liver  metas- 
tasis undergoing  chemotherapy  or  ra- 
diation therapy 

7.  Work  up  of  patients  with  diffuse  hepa- 
tic disease,  such  as  cirrhosis  or  hepa- 
titis 

Patient  preparation: 

With  most  radiopharmaceuticals,  no  prep- 
aration is  necessary. 
Time  required: 

One  and  one-half  to  two  hours  for  multiple 
views  with  a  conventional  scanner. 
Radiation  dose: 

Same  or  less  than  with  conventional  ab- 
dominal x-rays. 
Limitations: 

Lesions  must  be  greater  than  2  to  2.5  cm 
in  size.  Defects  in  the  liver  scan  can  be  due 
to  a  variety  of  lesions. 

Rose  bengal  1-131  scanning  can  also  be 
useful  in  evaluating  the  jaundiced  infant 
when  biliary  atresia  is  suspected.  Absence 
of  a  normal  functional  biliary  tree  can  be 
demonstrated  by  lack  of  excretion  of  the 
radioiodinated  rose  bengal  into  the  gastro- 
intestinal tract  (Fig.  4).  Again,  delayed 
blood  clearance  and  renal  excretion  may  be 
observed. 

Jaundice  due  to  intrahepatic  cholestasis 
(drug-induced)  is  often  difficult  to  separate 
clinically  from  extrahepatic  biliary  obstruc- 
tion. The  rose  bengal  1-131  scan  technique  is 
extremely  useful  in  this  problem.  In  our  ex- 
perience, these  patients  have  presented  a 
picture  of  delayed  blood  clearance,  markedly 


Live)-  Scanniyig   (Part  II) 

Indications: 

1.  Evaluation  of  biliary  patency  (obstruc- 
tive versus  nonobstructive  jaundice) 

2.  Evaluation  of  infants  suspected  of  bi- 
liary atresia 

Patient  preparation: 

Lugol's    solution    administered    prior    to 
scan. 
Tinie  required  for  procedure: 

Approximately  one-half  hour  per  view 
Radiation  dose: 

Comparable  to  diagnostic  x-ray  films. 
Limitations: 

Partial  obstruction  of  the  biliary  tree  can- 
not be  identified 

delayed  but  definite  appearance  of  radio- 
active rose  bengal  in  the  gastrointestinal 
tract,  and  some  renal  excretion   (Fig.  5). 

Rose  bengal  scans  in  hepatocellular  dis- 
ease such  as  cirrhosis,  hepatitis,  etc.,  may 
show  delayed  blood  clearance  as  well  as  de- 
layed biliary  excretion,  but  in  our  experi- 
ence, radioactivity  in  the  gastrointestinal 
tract  has  always  been  seen.  Eyler  et  al-  have 
reported  two  cases  of  severe  hepatitis  with- 
out visible  excretion  into  the  gastrointes- 
tinal tract. 

Summary 

Liver  scanning  with  the  use  of  rose  bengal 
1-131  is  a  simple,  accurate,  atraumatic  meth- 
od of  evaluating  biliary  patency  and  is  of 
considerable  assistance  in  the  differential 
diagnosis  of  obstructive  versus  nonobstruc- 
tive jaundice. 
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THE  DILATORY  DEATH  CERTIFICATE 

At  the  first  meeting  of  the  Society's  new 
committee  on  death  registration  problems 
(November  30,  1967),  one  of  the  disturbing 
statistics  that  was  discussed  had  to  do  with 
the  legal  responsibility  of  physicians  to 
complete  and  file  a  signed  death  certificate 
before  burial  or  no  later  than  72  hours  after 
death.  At  present  only  21 '<  of  the  death 
certificates  are  filed  before  burial  and  only 
Al%    in  the  72-hour  limit. 

The  cause  for  the  present  concern  about 
death  registration  is  probably  the  increasing 
attention  which  will  be  g-iven  to  death  cer- 


tification when  the  Medical  Examiner  Law 
enacted  by  the  1967  legislature  goes  into 
full  operation.  This  will  probably  be  some- 
time after  the  authorized  January  1,  1968 
date,  since  the  office  of  chief  medical  ex- 
aminer is  difficult  to  fill  and  has  not  been 
filled  as  of  March,  1968.  No  adequate  system 
of  surveillance  of  deaths  can  operate  when 
death  registration  procedures  are  function- 
ing as  loosely  as  they  seem  to  be  now.  Aside 
from  the  fact  that  so  much  of  the  analysis 
of  mortality  trends  and  epidemiology  de- 
pends on  death  certificates,  there  is  the  im- 
mediate problem  of  keeping  people  out  of 
the  ground  or  away  from  crematoria  until 
all  legal  i-equirements  are  satisfied,  violation 
of  which  might  hinder  the  rendering  of 
justice. 

Mecklenburg  County  has  for  several  years 
occasionally  used  a  procedure  which  may 
help  improve  our  performance.  The  funeral 
director  completes  his  portion  of  the  form 
and  gets  it  to  the  health  department,  where 
a  clerk  forwards  it  to  the  physician  with 
a  form  letter  requesting  immediate  return. 
Apparently  this  has  been  helpful,  although 
one  would  think  that  it  will  certainly  take 
more  than  72  hours  to  do  anything  involving 
a  minimum  of  three  people,  the  health  de- 
partment, the  post  office  department,  and 
and  weekends. 

*     t'     * 

ANIMAL  CARE  ACCREDITATION 
The  guest  editorial  which  follows  was 
solicited  because  all  physicians  have  a  stake 
in  the  use  of  animals  in  biomedical  re- 
search. As  AMA  members,  we  are  involved 
in  a  voluntary  accreditation  program  de- 
signed to  assure  high  standards  of  labora- 
tory animal  care,  yet  many  of  us  are  un- 
aware of  its  existence,  and  unaware  of 
powerful  political  forces  working  on  legis- 
lation designed  to  create  a  vast  new  federal 
bureaucracy  to  do  things  which  are  now  be- 
ing done  voluntarily.  With  three  medical 
schools  in  our  state,  and  many  other  insti- 
tutions using  animals  in  research,  we  have 
strong  vested  interests  in  these  various 
developments  here  at  home.  Dr.  Clarkson, 
as  one  of  those  prominent  in  the  voluntary 
accreditation  movement  and  in  the  drawing 
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of  the  guidelines  for  animal  care  which  he 
mentions  in  his  editorial,  is  particularly  well 
qualified  to  set  the  scene  for  us. 
*     *     * 

For  many  years  some  segments  of  the 
public  have  been  concerned  about  the  pos- 
sible mishandling  of  animals  both  by  the 
animal  dealers  who  procure  them  for  bio- 
medical research  and  by  the  scientists  who 
conduct  the  research.  Increasing  concern 
about  these  matters  on  the  part  of  these  seg- 
ments of  the  public  prompted  Congress  to 
enact  Public  Law  89-544  (The  Laboratory 
Animal  Welfare  Act)  in  1966.  This  act  is  in- 
tended to  regulate  the  transportation,  sale, 
and  handling  of  certain  of  the  laboratory 
animal  species  by  animal  dealers  and  to  con- 
trol the  standards  of  care  provided  these 
species  by  the  research  institutions  during 
the  periods  in  which  the  animals  are  not 
specifically  assigned  to  research  projects. 
While  the  biomedical  community  has  not  yet 
had  time  to  evaluate  the  impact  of  Public 
Law  89-544,  two  additional  bills  have  been 
introduced  into  Congress  which,  if  enacted, 
would  greatly  extend  the  scope  of  federal 
control  over  animal  experimentation.  The 
Javits-Rogers  bills  (S2481,  HR13168)  would 
have  as  a  major  requirement  the  accredita- 
tion of  laboratory  animal  facilities  by  the 
Secretary  of  the  Department  of  Health,  Ed- 
ucation, and  Welfare  by  an  accreditation 
agency  approved  by  him. 

In  1965  a  voluntary  accreditation  pro- 
gram was  organized  within  the  biomedical 
community,  based  primarily  on  the  notion 
that  peer  evaluation  of  animal  care  pro- 
grams is  much  more  in  the  American  scien- 
tific tradition  than  is  regulation.  This  vol- 
untary accreditation  agency  was  entitled 
The  American  Association  for  Accreditation 
of  Laboratory  Animal  Care  (AAALAC), 
and  had  as  its  founding  member  institutions 
the  following  organizations:  American  As- 
sociation for  the  Advancement  of  Science, 
American  Association  of  Colleges  of  Vet- 
erinary Medicine,  American  Association  of 
Dental  Schools,  American  Association  for 
Laboratory  Animal  Science  (formerly  the 
Animal  Care  Panel),  American  College  of 
Physicians,  American  College  of  Surgeons, 


American  Dental  Association,  American 
Heart  Association,  American  Hospital  As- 
sociation, American  Medical  Association, 
American  Veterinary  Medical  Association, 
Association  of  American  Medical  Colleges, 
Association  of  State  Universities  and  Land- 
Grant  Colleges,  Federation  of  American  So- 
cieties for  Experimental  Biology,  National 
Society  for  Medical  Research,  and  Pharma- 
ceutical Manufacturers  Association. 

The  affairs  of  AAALAC  are  managed  by 
a  board  of  trustees  composed  of  representa- 
tives of  the  founding  member  organizations. 
Applications  for  accreditation  arise  volun- 
tarily from  biomedical  research  institu- 
tions. All  institutions  applying  for  accredita- 
tion are  then  site-visited  by  two  representa- 
tives of  the  Council  on  Accreditation  of 
AAALAC  which  is  a  panel  of  12  experts  in 
laboratory  animal  medicine  named  by  the 
Board  of  Trustees.  The  findings  of  the  site 
visitors  are  reported  to  the  Council  on  Ac- 
creditation which,  in  turn,  makes  a  recom- 
mendation to  the  Board  of  Trustees  concern- 
ing the  accreditation  status  of  the  institu- 
tion. Eligibility  for  accreditation  by  AAA- 
LAC is  based  primarily  on  the  section  of 
the  Guide  for  Laboratory  Animal  Facilities 
and  Care  that  deals  with  housing  and  care. 
While  it  is  not  the  intent  of  AAALAC  to 
have  accredited  institutions  comply  with 
every  detail  of  this  guide,  it  is  intended  that 
the  animal  care  program  of  the  institution 
be  developed  along  the  principles  that  are 
implicit  in  the  guide. 

It  is  impressive  that  by  the  end  of  1967, 
122  institutions  had  applied  for  accredita- 
tion. By  the  end  of  last  year,  site  visits  had 
been  conducted  at  104  institutions  by  the 
Council  on  Accreditation  and  their  findings 
evaluated  by  the  Board  of  Dii'ectors.  Of 
these  104  institutions,  66  were  accredited 
initially,  26  were  provisionally  accredited, 
and  12  were  denied  accreditation.  It  is  pai-- 
ticularly  impressive  to  me  that  45%  of 
medical  schools  are  already  participating  in 
the  voluntary  accreditation  program  of 
AAALAC,  and  many  more  are  in  the  pro- 
cess of  making  application. 

All  of  us  involved  in  biomedical  research 
recognize  the  essential  nature  of  good  qual- 
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ity  animal  cai'e  and  well-conceived  animal 
experiments.  Since  we  share  this  belief,  it  is 
important  that  all  institutions  participate 
in  the  voluntary  accreditation  program  of 
AAALAC  at  the  earliest  possible  time.  It 
seems  quite  clear  to  me  that  if  AAALAC 


were  to  gain  that  kind  of  widespread  sup- 
port from  the  scientific  community,  there 
would  be  no  reason  for  further  legislation 
of  the  type  proposed  in  the  Javits-Rogers 
bills. 

Thomas  B.  Clarkson,  D.V.M. 


President's 

There  has  been  some  inquiry  as  to  why 
there  has  been  no  recent  "message"  from 
the  President  of  our  Society.  The  explana- 
tion is  both  simple  and  complex :  the  Presi- 
dent has  been  trying  to  "get"  the  message. 

The  officers,  staff,  committees,  and  many 
members  have  been  trying  to  anticipate,  per- 
ceive, and  interpret  the  changing  surface  of 
programs  and  propositions  in  an  effoi't  to 
find  those  things  which  promise  stability, 
candor,  and  purposefulness.  The  mandate  of 
in\olvement  has  certainly  been  followed,  but 
sometimes  enchantment  and  entanglement 
have  been  encountered. 

Actually,  the  message  is  clear :  The  pa- 
tient still  depends  upon  the  practicing  phy- 
sician when  sick,  and  needs  and  wants  the 
best  attention.  Although  the  physician  is 
confronted,  as  Hardwick  states  it,  with  an 
often  unsympathetic  or  even  hostile  social 
environment,  the  individual  patients  want 
physician  advice  and  assistance  in  regaining 
health,  but  as  a  whole  they  support  social  re- 
form adverse  to  the  physician.  To  the  social 
and  health  law  enacted  by  Congress  are 
attached  interpretations  and  guidelines  by 
the  bureaus,  departments,  and  commissions. 
The  ultimate  application  may  be  a  bit  dif- 
ferent from  the  original  law.  One  should 
hesitate  to  ascribe  a  selfish  or  intransigent 
intent  to  any  change,  subtle  or  overt,  or 
imply  that  a  "guideline"  might  serve  as  a 
"lifeline"  to  a  program  or  agency. 

In  January  the  officers  of  our  county  so- 
cieties met  in  serious  study  of  the  changes 
and  outside  forces  as  they  affect  our  Society, 
and  sought  to  define  the  direction  of  the 
Society.  The  Journal,  the  bulletins,  tlie 
counciloi's,  commissions,  headquarters  staff, 
and  individual  members  have  had  enormous 


Message 

correspondence  and  have  tried  to  answer 
all  questions  asked  by  anyone  or  anybody. 
We  have  obtained  audience  with  State  and 
Federal  lawmakers  and  departmental  ofti- 
cials  to  speak  in  the  interest  of  our  profes- 
sion and  its  desire  to  function,  as  com- 
pletely as  possible,  unfettered  by  the  frus- 
trating minutiae  and  inconsequential  trivia 
that  sometime  impede  rather  than  enhance 
the  delivery  of  competent  health  care.  Fail- 
ures have  been  encountered,  but  our  posi- 
tion has  been  documented ;  any  compromise 
has  not  been  at  the  expense  of  character 
or  excellence. 

It  has  almost  become  a  cliche  to  repeat 
the  charge  that  the  individual  doctor  is  the 
unit  and  that  the  county  society  is  the  most 
essential  component  of  organized  medicine. 
Their  influence  on  the  "formers  of  opinion" 
in  any  community  is  enormous,  and  from 
these  influential  people  come  the  substance 
from  which  laws,  good  or  bad,  are  enacted. 

May  I  again  urge  the  doctors  and  the 
county  societies  to  study  our  present  situa- 
tion, instruct  your  delegates  concerning  your 
desires,  and  support  them  in  furthering  the 
implementation  of  the  best  recommendations 
and  resolutions  presented  in  the  House  of 
Delegates  at  our  May  meeting.  You  must 
recognize  your  privileges  as  well  as  your 
responsibilties  and  insist  on  both. 

Toward  the  end  of  the  year  in  which  this 
participant  has  given  all  spare  time  to  the 
business  of  our  Society,  he  is  convinced  that 
if  Saint  Mark  should  now  rewrite  his  gospel, 
he  probably  would  not  say  that  "'Sabbath 
was  made  for  man,"  but  perhaps  "Sabbath 
was  made  for  committees."  Matthew  has 
written,  "The  end  is  not  yet." 

Robert  A.  Ross,  M.D. 
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NORTH    CAROLINA    STATE    BOARD    OF    HEALTH 

DEATH   REGISTRATION    PRACTICES 
AND   PROBLEMS 

Glenn  A.  Flinchum* 

In  his  biennial  report  of  1911-12,  the 
Secretary-Treasurer  of  the  State  Board  of 
Health,  Dr.  W.  S.  Rankin,  cited  as  the  most 
urgent  public  health  need  of  North  Carolina 
the  enactment  of  an  effective  state-wide 
vital  statistics  law.  The  reasons  he  gave  to 
support  this  statement  could  be  summed  up 
in  one  word — ivformatio)i.  He  compared  the 
fight  they  were  then  waging  against  pre- 
ventable diseases  as  a  battle  against  an 
enemy  hiding  in  ambush.  The  1913  General 
Assembly  listened  to  his  plea  and  provided 
the  medical  profession  with  a  means  for  ob- 
taining much  valuable  information  through 
the  systematic  registration  of  deaths  and 
the  uniform  classification  of  causes  of  death. 
These  records  have  proved  their  usefulness 
through  the  years  and  are  invaluable  today, 
not  only  as  a  source  of  information  about 
our  population,  but  also  as  an  aid  to  fami- 
lies in  settling  estates,  collecting  insurance, 
and  obtaining  various  benefits. 

Although  the  death  registration  system 
was  far  from  perfect  during  the  early  years, 
it  afforded  a  means  for  defining  the  most 
serious  public  health  problems  and  pinpoint- 
ing areas  of  greatest  need.  Gradual  improve- 
ments in  completeness  and  accuracy  have 
been  realized  through  the  years,  particularly 
since  the  early  1940s.  For  example,  the  pro- 
portion of  reported  deaths  classified  as  "ill- 
defined  and  unknown"  has  been  reduced 
from  almost  10  V'  in  1925  to  about  21/2 'A 
today. 

With  the  exception  of  a  few  clarifying 
amendments,  the  basic  death  registration 
law  enacted  in  1913  is  still  in  effect  today. 
This  law  places  upon  the  funeral  director, 
or  person  acting  as  such,  the  responsibility 
for  initiating  the  death  certificate,  obtain- 
ing the  required   personal   particulars,   and 
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submitting  it  to  the  attending  physician  for 
certifying  the  cause  of  death.  According  to 
the  statute  all  these  things  should  be  accom- 
plished before  the  body  is  buried — or  in  any 
event  no  later  than  72  hours  after  death.  The 
assumption  is  made  that  both  the  physician 
and  funeral  director  will  carry  out  their 
duties  within  these  specified  time  limits  and 
that  the  funeral  director  will  present  a  com- 
pleted certificate  to  the  local  registrar  in 
order  to  receive  a  permit  for  disposition  of 
the  body. 

There  is  considerable  variance,  however, 
between  the  law  and  the  practice.  While  al- 
most all  deaths  eventually  get  registered,  the 
majority  are  now  filed  with  the  local  regis- 
trar after  burial  in.stead  of  before  burial  as 
the  law  specifies.  In  a  survey  made  of  all 
deaths  repoi'ted  for  the  second  quarter  of 
1967  it  was  found  that  41%  were  signed  by 
the  attending  physician  after  the  date  of 
burial.  This  means  that  each  year  approxi- 
mately 17,000  persons  are  buried  or  cre- 
mated in  Noi'th  Carolina  before  the  attend- 
ing physician  or  medical  examiner  has  of- 
ficially certified  the  cause  of  death.  In  such 
cases  the  local  registrar  finds  himself  with 
no  sound  basis  for  issuing  a  burial-transit 
permit.  Having  no  knowledge  of  the  cause  of 
death,  he  can  only  assume  that  the  funeral 
director  has  met  all  of  the  legal  require- 
ments, including  notification  of  the  proper 
authorities  if  death  was  from  other  than 
natural  causes.  He  must  also  trust  that  a 
death  certificate  will  eventually  be  properly 
completed  and  filed. 

What  are  the  reasons  for  the  time  lag  in 
filing  death  certificates.  They  are  many 
and  varied  but  the  ones  most  commonly 
heard  are : 

1.  UuavailablUtij  of  the  phyisicicm.  Due 
to  alleged  difficulties  in  contacting  the 
physician  personally,  the  funeral  di- 
rectors have,  in  many  instances,  re- 
sorted to  mailing  the  certificate  with 
a  self-addressed  envelope  enclosed. 
This  method,  while  convenient,  inevit- 
ably leads  to  some  delay  in  filing. 

2.  Mobil  it  tj  of  the  population.  A  large 
proportion  of  our  people  die  away  from 
their  places  of  residence;  consequent- 
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ly,  the  problem  of  obtaining  personal 
particulars  about  the  deceased  from 
some  member  of  the  family  becomes 
more  difficult. 

Very  little  information  is  available  to  de- 
termine how  well  other  states  are  handling 
the  problem  of  late  registration.  One  regis- 
tration official  in  South  Carolina  estimates 
that  the  majority,  and  possibly  75 'i,  of 
their  death  certificates  are  filed  after  the 
date  of  burial.  In  Illinois,  on  the  other  hand, 
the  registrar  estimates  that  less  than  10% 
of  the  certificates  in  that  state  are  filed 
late.  He  attributes  part  of  their  success  to 
the  cooperation  and  support  of  local  medical 
societies  and  part  to  strict  law  enforcement. 

Once  it  has  been  completely  implemented, 
the  state-wide  medical  examiner  law  enacted 
by  the  1967  General  Assembly  will  undoubt- 
edly be  of  help  in  the  registration  and  cer- 
tification of  deaths  occurring  without  medi- 
cal attendance.  Under  this  law  the  medical 
examiner  is  responsible  for  the  investigation 
and  certification  of  all  deaths  "apparently  by 
criminal  act  or  default  or  apparently  by 
suicide  or  while  an  inmate  of  any  penal  or 
correctional  institution  or  under  any  sus- 
picious, unusual,  or  unnatural  circumstan- 
ces." It  further  states  that  the  medical  ex- 
aminer will  investigate  and  certify  any 
deaths  occurring  without  medical  attend- 
ance. In  1966,  5,974  deaths  occurred  with- 
out medical  attendance,  of  which  4,278  were 
due  to  accidents,  suicides,  and  homicides. 
With  an  effective  medical  examiner  system 
in  operation,  we  anticipate  prompter  regis- 
tration of  these  deaths,  as  well  as  more  ac- 
curately determined  causes  of  death. 

In  October,  1967,  a  special  committee  was 
formed  to  study  problems  involving  the 
registration  and  certification  of  deaths  aixd 
to  recommend  any  needed  changes  in  cur- 
rent laws,  regulations,  and  procedures. 
Serving  on  this  committee  are  three  prac- 
ticing physicians  designated  by  the  State 
Medical  Society,  three  local  health  directors, 
and  three  funeral  directors.  This  committee 
will  be  confronted  with  such  questions  as : 
What  requirements  should  be  imposed  upon 
a  funeral  director  before  he  is  permitted  to 
bury  a  body  or  remove  it  from  the  place  of 


death?  Is  it  essential  that  a  death  certificate 
be  filed  before  disposition  of  the  body?  What 
action  should  be  taken  at  the  local  and  state 
level  when  either  the  attending  physician  or 
the  funeral  director  fail  to  comply  with  thj 
law?  This  committee  is  delving  into  some 
of  basic  problems  underlying  death  regis- 
tration and  will  seek  solution-;  applicable  to 
our  current  needs  and  practices. 

It  is  obvious  that  our  system  for  record- 
ing deaths  cannot  operate  successfully  with- 
out the  cooperation  and  support  of  the  prac- 
ticing physicians.  Their  advice  and  assist- 
ance is  most  helpful  in  determining  mu- 
tually satisfactory  methods  of  "procuring 
the  faithful  registration"  of  all  vital  events. 
We  hope  that  the  physicians  will,  through 
their  designated  I'epresentatives,  make  us 
aware  of  their  needs  and  problems.  If  there 
is  a  better  way  to  register  deaths  promptly 
and  conveniently,  we  are  willing  and  anxious 
to  find  it. 


Committee  on  Child  Health 
MEASLES   IMMUNIZATION 

Following  are  excerpts  from  a  report  made 
by  the  Committee  on  Child  Health  to  the 
Executive  Council  of  the  State  Society  at  its 
fall  meeting  in  Pinehurst  on  October  30. 

The  Committee  on  Child  Health  encour- 
ages the  widespread  use  of  measles  immuni- 
zation both  by  private  physicians  and  coun- 
ty health  departments.  A  large  number  of 
children  in  the  State  of  North  Carolina  have 
not  received  the  vaccine,  thus  making  them 
susceptible. 

Vaccine  is  available  in  physicians'  offices, 
and  60,000  doses  are  available  to  county 
health  departments — a  sufficient  supply  to 
immunize  every  susceptible  child  in  the 
State  of  North  Carolina.  The  Child  Health 
Committee  feels  that  the  physicians  of  the 
State  should,  by  their  own  choice,  see  that 
this  vaccine  is  used  for  these  remaining  un- 
immunized  children.  It  is  a  fact  that  measles 
not  infrequently  is  followed  by  severe  se- 
quelae. Also  evidence  is  increasing  that  a 
significant  number  of  school  and  or  emo- 
tional problems  in  children  may  be  secondary 
to  unrecognized  involvement  of  the  nervous 
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system  during  the  course  of  measles.  We 
feel  that  the  practicing  physicians  have  made 
an  effort  to  promote  measles  immunization 
among  pre-school  children,  but  now  we  feel 
that  more  should  be  done. 

Therefore,  the  Child  Health  Committee 
recommends  to  the  Executive  Council  that 
they  encourage  all  physicians  through  their 
county  medical  societies  to  accept  responsi- 
bility and  see  that  every  susceptible  child 
is  immunized  by  encouraging  measles  vac- 
cine in  their  own  office,  health  departments 
and  public  clinics  to  the  end  that  all  sus- 
ceptible children  are  immunized. 

A  motion  to  implement  the  suggestions  of 
the  Child  Health  Committee  was  made,  sec- 
onded and  carried. 


The  Committee  on  Child  Health  also  re- 
ported that  a  new  test  is  available  for  deter- 
mining whether  a  women  has  had  rubella  or 
German  measles.  The  test  has  been  endorsed 
by  both  the  Maternal  and  Child  Health  com- 
mittees, which  recommended  that  the  physi- 
cians of  the  state  as  well  as  the  general  pub- 
lic be  informed  of  the  test  since  it  provides 
information  that  in  doubtful  cases  of  ex- 
posure to  rubella  would  help  the  physician 
decide  whether  to  interrupt  a  pregnancy  or 
reassure  the  patient. 

The  test  material  is  available  at  the  Health 
Depai'tment  in  short  supply  and  should  be 
used  discreetly  until  the  amount  is  increased. 


WACHOVIA  BANK  AND  TRUST  COMPANY 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NORTH  CAROLINA 

RETIREMENT  SAVINGS  PLAN  AND  TRUST 

STATEMENT  OF  CONDITION 

December  31,  1967 


ASSETS 

Cash    $  17,082.58 

Accrued  dividends  and  interest  receivable 675.61 

Investments : 

Common  Stocks $318,178.31  $345,739.50 

Temporary  Bonds                                                       101,000.00  101,000.00 

Retirement  Savings  Plan  and  Trust 69,000.00  69,000.00 

Accounts  Pending  Treasury  Dept.  Approval  $488,178.31  


$  17,758.19 


$515,739.50 
$533497:69 


LIABILITIES  AND  NET  WORTH 

Liabilities 

Due  Wachovia  Bank  and  Trust  Company  fees  for 

December    I 

Due  Minnesota  Mutual  Life  Insurance  Company 

contribution  for  December 

Net  Worth 

Member's    Accounts — Stock    Account   

Member's   Accounts — Pending   Account  


164.59 


387.08 


$        551.67 

$453,851.22 

79,094.80 

$533,497.69 
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NORTH   CAROLINA  STATE   BOARD  OF 
MEDICAL  EXAMINERS 

MEDICAL  LICENSURE  IN 
NORTH  CAROLINA 

"The  inteyrity  of  a  profession  is  guaran- 
ted  in  large  measure  by  the  control  that  it 
exercises  over  the  professional  competence  of 
its  members.  The  questio)i  of  licensing  is 
consequently  of  crucial  impo)ta)ice,  since  it 
fo)-ms  the  nexus  between  professional  educa- 
tion and  professional  practice,  and  provides 
an  all-important  link  ivith  the  public  that  the 
profession  exists  to  serve."' 

In  no  profession  is  constructive  and  equi- 
table licensing  more  important  than  in  medi- 
cine. This  goal  has  been  appreciated  and 
sought  throughout  the  history  of  our  coun- 
try, and  regulation  of  those  who  would  prac- 
tice medicine  has  been  part  of  our  American 
heritage.  In  1649  the  Province  of  Massa- 
chusetts, barely  20  years  after  its  original 
settlement,  adopted  a  law  to  regulate  the  ac- 
tivities of  "Chirurgeons,  Midwives,  Physi- 
cians or  Others"  who  were  "imployed  at  any 
time  about  the  bodye  of  men,  women  or  chil- 
dren, for  preservation  of  life,  or  health." 
This  was  the  first  attempt  in  the  United 
States  to  control  practitioners  of  medicine. 
The  law  soon  proved  to  be  ineffective  and 
was  replaced,  four  years  later,  by  a  petition 
to  the  Massachusetts  General  Court  (As- 
sembly) urging  restraint  of  such  persons  un- 
til they  could  be  approved  by  "authorized 
Physicians  and  Chirurgeons,"  after  which 
they  could  be  licensed  by  magistrates. - 

The  people  of  North  Carolina  shared  this 
concern  for  the  proper  control  of  the  prac- 
tice of  medicine.  The  first  chartered  medical 
society  of  North  Carolina  was  organized  in 
1799,  and  the  Raleigh  Register  at  that  time 
editorialized  that  this  society  "would  be  ex- 
tremely useful — by  enabling  the  community 
to  distinguish  the  true  Physician  from  the 
ignorant  pretender ;  and  by  discountenancing 
and  possibly  suppressing,  the  fatal  and 
criminal  practices  of  Quacks  and  Empy- 
rics."''  Included  as  officers  of  this  society 
were  censors  who  examined  prospective 
members.  Membership  in  the  society  cerified, 
to  the  public,  those  qualified  to  practice  ably 


and  ethically.  This  society  survived  only  a 
few  years,  to  be  succeeded,  after  almost  half 
a  century,  by  the  present  Medical  Society  of 
the  State  of  North  Carolina,  organized  in 
1849.  This  group  was  instrumental  in  urging 
the  General  Assembly  to  create  a  board  of 
medical  examiners. 

It  was  only  after  ten  years  of  effort  and 
several  unsuccessful  attempts  that  the  As- 
sembly finally  adopted  the  measure  which 
created  the  present  Board  of  Medical  Exam- 
iners of  the  State  of  North  Carolina.  A  few 
days  later  members  of  this  first  Board  were 
elected  by  the  Medical  Society.  From  this 
early  beginning,  the  wisdom  of  control  of 
licensure  by  the  profession  itself — rather 
than  by  civil  authorities — was  understood 
and  cherished.  Today,  the  Board  of  Medical 
Examiners  of  the  State  of  North  Carolina 
is  the  only  such  board  in  the  United  States 
which  is  elected  by  its  fellow  physicians ! 

The  Board  of  Medical  Examiners  operates 
under  authority  granted  it  by  the  Medical 
Practice  Act,  as  amended  in  1953.  It  is,  then, 
not  only  the  elected  agent  of  the  Medical 
Society,  but  represents  the  entire  medical 
profession  and  the  civil  authority  of  North 
Carolina  in  offering  and  regulating  medical 
licensure  to  those  who  would  practice  here. 
North  Carolina  needs  and  seeks  more  and 
more  qualified  physicians.  The  responsibility 
of  determining  the  qualifications  of  each  ap- 
plicant and  also  the  responsibility  of  safe- 
guarding the  health  of  the  people  of  the 
state,  by  licensing  only  fully  qualified  doc- 
tors, is  delegated  to  the  "seven  regularly 
graduated  physicians"  who  constitute  the 
Board  of  Medical  Examiners. ^ 

This  state  has  consistently  resisted  all 
efforts  to  lower  our  standards  of  practice 
or  to  license  inadequately  trained  persons. 
The  concerted  attempt  in  the  General  As- 
sembly this  year  to  change  the  Medical  Prac- 
tice Act  in  that  direction  was  defeated  only 
after  considerable  effort.  Once  again  the 
wisdom  of  our  people,  and  our  legislators, 
pi-evented  this  dilution  of  our  high  standards 
of  practice.  Constant  vigilance  in  the  future 
will  be  necessary  to  prevent  this  being  ac- 
complished. 

At  times  cei'tain  actions  of  the  Board  are 
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not  well  understood,  even  by  physicians 
themselves.  The  areas  of  action  most  fre- 
quently misunderstood  concern : 

1.  Temporary  licensure 

2.  Acceptance  of  National  Board  exami- 
nations 

3.  More   frequent   examinations 

4.  Biennial  registration 

5.  Meetings  of  the  Board 

Teinporartj  licensure 

Many  persons  have  recommended  that 
the  Board  issue  a  "temporary  license"  to 
physicians  who  want  to  begin  practice  here 
immediately.  It  has  been  pointed  out  that 
such  a  permit  would  allow  an  applicant  to 
begin  woi'k  at  once  and  would  be  convertible 
to  a  "permanent"  license  if  the  applicant 
were  later  found  to  be  qualified.  The  advan- 
tages of  the  plan  are  obvious ;  however,  the 
Medical  Pracice  Act  does  not  allow  such  a 
license.  This  act  places  the  responsibility  of 
ascertaining  the  worthiness  of  every  candi- 
date, prior  to  his  being  licensed,  squarely 
upon  the  Board  of  Medical  Examiners. 

The  time  required  to  investigate  thoroughly 
an  applicant's  educational  background,  his 
professional  experience,  and  his  moral  char- 
acter is  significant.  Every  efi'ort  is  taken 
to  expedite  these  investigations.  To  mini- 
mize the  waiting  period  of  an  applicant,  the 
Board  meets  seven  times  a  year,  at  stated 
and  periodic  intervals.  Every  license  issued 
is  a  "permanent"  license  to  practice  medi- 
cine. It  can  be  removed  only  after  .just  cause 
has  been  shown  in  lengthy  and  time-con- 
suming legal  proceedings.  To  our  knowl- 
edge, no  one  licensed  to  practice  medicine  in 
this  state  has  later  been  found  to  be  an  im- 
postor. Few  other  states  enjoy  such  a  record. 
Acceptance  of  Nationcd  Board  examinations 
Historically,  North  Carolina  was  among 
the  original  group  of  eight  states  which  im- 
mediately agreed,  upon  the  establishment  of 
the  National  Boards  in  1915,  to  accept  these 
examinations  as  fulfilling  the  educational 
requirements  for  a  license.''  Consequently, 
many  physicians  received  a  North  Carolina 
license  by  endorsement  of  their  National 
board  examinations.  This  practice  was  dis- 
continued in  1953,  following  a  ruling  of  the 


North  Carolina  Attorney  General  that  the 
Board  of  Medical  Examiners  could  lawfully 
endorse  only  a  license  issued  by  the  "Board 
of  Medical  Examiners  of  another  state." 
Thereafter,  only  the  examination  of  another 
state  board  was  recognized.  The  current 
Board  has  recently  adopted  the  policy  of 
considering  for  licensure  an  applicant  who 
is  duly  licensed  by  another  state,  even  if  the 
original  state  license  was  earned  by  virtue 
of  successful  completion  of  the  National 
Board  examinations.  By  this  action,  we  are 
endorsing  a  license  issued  by  the  "Board  of 
Medical  Examiners  of  another  state"  even 
if  the  National  Board  examinations  were 
used  to  satisfy  the  educational  requirements 
of  that  state. 

More  freqiioit  examinations 

The  Medical  Practice  Act  provides  that  an 
examination  for  licensure  be  held  each  year, 
and  customarily  such  examination  has  been 
offered  in  Raleigh  every  June.  Recent  experi- 
ence has  shown  that  an  examination  offered 
only  annually  may  impose  a  hardship  upon 
a  candidate  for  licensure.  Consequently,  writ- 
ten examinations  are  now  being  offered  both 
in  December  and  June  of  each  year. 

Biennial  registration 

A  1957  amendment  to  the  General  Statutes 
requires  the  biennial  registration  of  every 
physician,  with  the  payment  of  a  five  dollar 
($5)  fee."  All  licensees  are  notified  of  this 
requirement  in  every  even-numbered  year, 
and  failure  to  comply  necessitates  the  sus- 
pension of  the  license.  Reinstatement  of  this 
license  is  possible  upon  later  payment  of  the 
fee  and  penalty.  Lack  of  awareness  of  this 
legal  requirement  has  led  to  misunderstand- 
ing on  the  part  of  a  few  physicians. 

Meetings  of  the  board 

Traditionally,  board  meetings  have  been 
held  in  various  parts  of  the  state,  in  an  ef- 
fort to  serve  all  sections.  To  further  accom- 
plish this  purpose,  the  Board  now  holds 
its  July  meeting,  to  which  come  a  large  num- 
ber of  interns  and  residents  seeking  a  limited 
license  for  purposes  of  training,  in  the  Pied- 
mont section  of  the  state,  close  to  the  ma- 
jority of  the  training  centers.  It  is  hoped 
that    the    close    proximity    of    this    meeting 
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minimizes  the  disruption  of  the  work  of 
these  hospitals  by  requiring  the  house-offi- 
cers to  be  away  from  their  work  as  short 
a  time  as  possible.  By  meeting  at  least  every 
other  month  (actually  seven  times  a  year) 
and  by  meeting  in  every  section  of  the  state, 
we  try  to  inconvenience  those  who  meet  with 
us  as  little  as  possible. 

Conclusion 
The  practice  of  good  medicine  in  North 
Carolina  requires  appropriate  and  thought- 
ful regulations,  reasonably  and  equitably 
enforced.  Our  Medical  Practice  Act,  though 
deserving  of  some  modernization,  is  basically 
sound.  The  medical  profession,  and  the 
people  of  North  Carolina,  are  fortunate  that 
the  board  empowered  to  enforce  these  regu- 
lations is  democratically  elected  by  the  Med- 
ical Society.  Every  member  of  the  present 
Board  of  Medical  Examiners,  and  all  mem- 
bers of  the  Raleigh  office  staff,  consider  it 
a  privilege  to  serve  the  people  of  North  Caro- 
lina and  the  medical  profession  in  this  work. 
We  are  anxious  that  this  be  done  with  the 
greatest  possible  efficiency  and  courtesy.  The 
Board  welcomes  any  questions  and  com- 
ments on  ways  in  which  it  could  better  ful- 
fill this  responsibility  and  service. 


Bulletin  Board 

COMING  MEETINGS 

Southeastern  Ps.vchiatric  Association — Pine  Needles 
and  Country  Club,  Southern  Pines,  April  28-May  1. 

Medical  Society  of  the  State  of  North  Carolina,  114th 
Annua]  Session— Pinehurst,  May  11-15. 

North  Carolina  Chapter  of  the  American  Physical 
Therapy  Association— Remuda  Inn.  Charlotte.  May  3-4. 

North  Carolina  Heart  Association,  19th  Annual  Meet- 
ing and  Scientific  Sessions— Hotel  Robert  E.  Lee.  Win- 
ston-Salem, May  29-30. 

Institute  on  Law  and  Medicine  i  North  Carolina  Aca- 
demy of  General  Practice.  North  Carolina  Bar  Asso- 
ciation, and  the  Medical  Society  of  the  State  of  North 
Carolina  1— North  Carolina  Bar  Center.  1025  Wade 
Avenue,  Raleigh,  June  1. 

Institute  on  Tuberculosis  and  Other  Respiratory  Dis- 
eases—Blue Ridge  Assembly.  Black  Mountain.  July  8- 
11. 

Duke  University  Medical  Center,  Course  in  Medical 
Mycology— Duke  Medical  Center.  Durham,  July  8- 
August  3. 

Eighth  Charlotte  Postgraduate  Seminar— Charlotte, 
October  2-3. 


New  Members  of  the  State  Society 

William  Jefferson  McAnally,  Jr.,  M.D..  814  Westwood 

Avenue,   High  Point  27262 
Lawrence    Huitt    Parrott,    M.D.,    Path,    Presbyterian 

Hospital,  Charlotte  28201 
Grant  L.  Donnelly,  M.  D.,  Western  N,  C.  Sanatorium, 

Black  Mountain  28711 
Roy  Seavvell  Clemmons,  M.D.,  P.  803  Simpson  Street. 

Greensboro  27401 
Robert  Purcell  Hadley,  M.D.,  Path,  712  W.  Broad  Street, 

Wilson  27893 
Edwin    Newman,    M.D.,    R,    4010-F   Providence   Road, 

Charlotte  28211 
James  Manning  Marlowe.  M.D..  Or,  624  Quaker  Lane, 

High  Point  27262 
David  Scott  Humphries,  M.D.,  Or,  2212  Queens  Road, 

East,  Charlotte  28207 
Thomas  Herbert   Irving,   M.D.,   Anes,   705  Glen   Echo 

Trail,  Winston-Salem  27106 
Robert  Carl  Britt,  M.D.,  I,  1406  Colewood,  Durham  27705 
William   Hollingsvvorth   Oglesby.    M.D..    GP,    Route    1, 

Highlands  28741 
William    L.    Owens,    M.D..    GP,    203   Stewart   Avenue, 

Clinton  28328 
Clabe  Webster  Lynn,  M.D.,  P,  Dorothea  Dix  Hospital, 

Raleigh  27602 
Donn   Allison   Wells,    M.D..    GP.    600   Beaman    Street, 

Clinton  28328 
George   W.    Joyce,   M.D..    I.    624   Quaker   Lane,    High 

Point  27262 
Carl  Robert  Denny,  M.D.,  201  Fairlane  Road,  Green- 
ville 27834 
Richard  Janeway,  M.D..  N.  146  Mayfield  Road,  Winston- 
Salem  27104 
Harry  Glenn  Buchanan,  M.D..  GP.  112  Hospital  Drive, 

Spruce  Pine  28777 
John  William  Cline,  M.D.,   1110  W.  Main  Street,  Dur- 
ham 27701 
Barbara  Jane  Peters  Winn.  M.D.,  I,  605  Peden  Street, 

Laurinburg  28352 
Warren  H.  Cole.  M.D.,  S.  8  W.  Kinsington  Road,  Ashe- 

ville  28804 
Robert  F.  Sloop,  Jr..  M.D.,  Oph,  405  Pinecrest  Drive, 

Wilson  27893 
Robert   Bruce   Salmon.   M.D..   R.    1226  Andover  Road. 

Charlotte  28211 
John  Gray  Blount,  M.D.,  I.  1209  Highland  Drive.  Wash- 
ington  27889 
WilHam    Wylie    Bindeman,    M.D..    S,    P.    0.    Box   425. 

Edenton  27932 
William  Kenneth  McRae.  M.D..  308  Brandywine  Road, 

Chapel  Hill  27514  (GP^ 

William  Dunlap  Poe,  M.D..  I,  406  Elliott  Road,  Chapel 
Hill  27514 

Ray  Marshall  Woodlief.  M.D.,  322  Brandywine,  Chapel 
Hill  27514 

Paul  Charles  Liederman,  M.D.,  P,  2902  Gretmar  Drive 
Durham  27705 

Joel  Sexton  Goodwin.  M.D.,  OBG.  102  Mocksville  Ave- 
nue, Salisbury  28144 
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Clinton    Robert    Lincoln.    M.D.,    Or.    1514    Southwood 

Drive,  Durham  27707 
Alfred  Maul  Elwell.  M.D..  GP.  205  East  Main  Street, 

Brevard  28712 
Orlando   Frederick    Gabriele.    M.D..    R.    614   Churchill 

Drive,  Chapel  Hill  27514 
David    Sanford    Werman.    c/o    Bowerman.    Mt.    Bolus 

Road,  Chapel  Hill  27514 
James    Hilton    Butler,    M.D.,    Forsyth    Medical    Park, 

Suite  652.   Winston-Salem  27104   iR) 
Leonard    John    Goldvvater,    M.D..    Route    3.    Box    50. 

Pleasant  Hills.  Chapel  Hill  27514 
Vade  G.   Rhoades,  M.D..   D.  2240  Cloverdale  Avenue. 

Winston-Salem  27103 
Ingeborg    Hildebrand    Talton.    M.D..    A.    2406    Tampa 

Avenue.  Durham  27705 
Charles   Evan   Parkin.   M.D..   A.   3098  Shannon   Drive, 

Winston-Salem  27106 
Frank   Maxton   Mauney,   M.D.,   S.    118  Newell   Street. 

Durham  27705 
James  Tsung-Tsen  Chen,  M.D.,  R,  9C  Channing  Court 

Apartments,  Durham  27704 
Edwin   Lancaster   Bryan,   M.D.,    I,    212   W.    Wendover 

Avenue,  Greensboro  27401 
William  Edward  Christopher,  Jr.,  M.D.  3824  Bonwood 

Drive,  Charlotte  28211,  (P) 
William  Jan  Van  Veen,  M.D.,  P,  3611  Randolph  Road, 

Durham  27705 
Unal  Mustafa  Ural,  M.D.,  OBG.  1221  Columbus  Circle, 

Apt.  C,  Wilmington  28401 


News  Notes  from  the 
Duke  University  Medical  Center 

The  Duke  University  School  of  Medicine  has  re- 
ceived a  $500,000  grant  from  the  Commonwealth  Fund 
of  New  York  to  help  support  a  search  for  more  effec- 
tive methods  of  balancing  the  nation's  short  supply 
of  medical  personnel  and  the  mounting  demand  for 
health  care. 

The  philanthropic  foundtion  announced  simultaneously 
a  grant  of  $270,000  to  the  Johns  Hopkins  University 
School  of  Hygiene  and  Public  Health  to  finance  a  simi- 
lar program  of  medical-care  research  at  the  Balti- 
more institution. 

The  Commonwealth  Fund,  founded  in  1918  by  Mrs. 
Stephen  V.  Harkness.  it  works  largely  in  the  field 
of  medical  education  and  health  care,  and  its  philan- 
thropic appropriations  to  date  total  nearly  $147  million. 

Quigg  Newton,  president  of  the  Fund,  said,  "The 
decisions  by  Duke  and  Johns  Hopkins  universities  to 
strengthen  health-care  studies  as  a  central  aspect  of 
their  work  in  medicine  and  health  reflects  a  growing 
conviction  among  medical  educators  that  this  phase 
of  medical  learning  is  emphatically  in  need  of  deli- 
berate  development." 

The  first  payment  of  the  Duke  grant  will  be  made 
in  early  April.  It  will  be  payable  at  the  rate  of 
$100,000  a  year  over  five  years. 

The  funds  will  provide  support  toward  essential  fac- 
ulty positions  in  the  new  Department  of  Community 


Health  Sciences,  headed  by  Dr.  E.  Harvey  Estes,  Jr. 
This  department  will  be  the  focus  of  Duke  research 
and  teaching  work  in  the  health  care  studies. 

The  proposed  faculty  would  draw  on  men  in  many 
of  the  newer  science-related  specialities  such  as 
biostatistics  and  bio-mathematics,  as  well  as  in  fields 
concerned  with  social  and  organizational  systems 
such  as  sociology  and  economics,  administration  and 
systems  analysis. 

Initially  the  Duke  program  will  concentrate  on 
projects  directed  toward  making  more  effective  use 
of  the  nation's  scarce  supply  of  physician  manpower. 

Duke's  plan  for  its  Department  of  Community 
Health  Sciences  include  construction  of  a  separate 
building  to  serve  as  a  university  center  in  health-care 
studies,  which  would  house  the  physician's  assistant 
program,  computer-services  research  and  other  proj- 
ects that  will  be  part  of  the  investigative  program 
under  the  Commonwealth  grant. 

*  *    • 

In  a  study  of  rabbits,  investigators  at  Duke  Univer- 
sity have  explored  the  proposition  of  other  investigators 
that  caffeine  increases  the  level  of  cholesterol  in  blood 
vessels  and  therefore  may  be  associated  with  the  de- 
velopment of  coronary  heart  disease.  The  Duke  team 
of  researchers,  headed  by  Dr.  Siegfried  Hayden,  as- 
sociate professor  of  community  health  sciences,  found 
no  evidence  to  support  that  proposition. 

They  found  that  in  rabbits  fed  a  high-cholesterol  diet 
plus  caffeine,  the  cholesterol  climbed  no  higher—  and 
in  fact  was  slightly  lower— than  in  a  control  group 
of  animals  who  were  fed  a  high  cholesterol  diet 
but  no  caffeine. 

The  results  of  the  research  project  were  outlined 
in  a  paper  presented  before  the  American  Association 
of  Pathologists  and  Bactriologists  by  Dr.  William  W. 
Johnston,  associate  professor  of  pathology  and  a  mem- 
ber of  the  Duke  research  group.  Other  members  were 
Dr.  WiOiam  DeMaria.  professor  of  community  health 
sciences,  and  Dr.  Michael  O'Fallon.  assistant  profes- 
sor of  community  health  sciences  and  mathematics. 

All  animals  developed  high  cholesterol  levels  over 
the  experimental  period.  A  slightly  higher  degree  of 
atherosclerosis  was  found  in  the  aortas  and  coronary 
arteries  of  the  control  group  than  among  the  caffeine- 
treated  rabbits,  but  the  slight  difference  was  con- 
sidered   insignificant. 

The  research  paper,  prepared  by  Dr.  Hayden.  em- 
phasized that  findings  from  animal  experiments  can- 
not be  applied  directly  to  the  development  of  high 
cholesterol  levels  and  chnical  coronary  heart  dis- 
ease in  man.  "However,'  he  said,  "the  findings  are 
important  in  light  of  a  well-known  high  susceptibility 
to  high  cholesterol  levels  and  atherosclerosis  in  rab- 
bits." 

*  «    * 

Within  a  year,  a  patient  in  an  isolated  medical  sta- 
tion in  Central  America  will  be  taped  to  an  electro- 
cardiograph and  within  hours  a  team  of  experts  thou- 
sands of  miles  away  will  interpret  the  electronic  sig- 
nals from  his  heart. 
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The  signals  will  be  transmitted  by  short-wave  radio. 
The  receiving  station  will  be  Duke  Medical  Center's 
emergency  medical  information  service.  Project  MED- 
AID,   locatd  on  top  of  the  center. 

In  the  MED-AID  radio  room,  the  signals  will  be 
tape-recorded  and  later  fed  into  parts  of  Duke's  com- 
puter complex  for  retranslation  into  the  language  of 
the  electrocardiograph. 

The  message  will  next  be  sent  to  the  Duke  Electro- 
cardiographic Laboratory  for  interpretation.  The  ver- 
bal interpretation  will  be  tape  recorded  and  played 
back  over  the  international  airways  to  a  waiting  doc- 
tor in  Central  America. 

The  new  pilot  project  will  be  made  possible  by  a 
$9,620  grant  from  the  Elida  B.  Langley  Charitable 
Trust  of  New  York  City.  Announcement  of  the  grant 
was  made  by  Dr.  E.  Croft  Long,  director  of  Project 
MED-AID  and  head  of  Duke's  Division  of  International 
Health. 

He  noted  that  the  project  is  expected  to  be  a  fore- 
runner of  a  system  for  long--distance  transmission  of 
various  types  of  biological  signals  that  would  aid  iso- 
lated doctors  in  diagnosing  and  treating  their  patients. 
It  would  bring  some  of  the  skills  and  elaborate  equip- 
ment of  modern  medical  centers  almost  to  the  bed- 
side of  patients  being  treated  by  doctors  who  must 
operate  with  a  minimum  of  equipment,  he  said. 

The  Duke  shortwave  radio  station,  operated  by  the 
Duke  Medical  Center  Amateur  Radio  Club,  has  been 
on  the  air  since  August,  1966,  providing  consultation  to 
isolated  doctors  in  foreign  countries.  The  station,  and 
Duke  physicians  who  act  as  consultants,  have  answered 
more  than  320  calls  for  help. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  University 

More  than  160  physicians,  most  of  them  from  North 
Carolina,  attended  a  seminar  on  "Anxiety  and  De- 
pression," Feb.  9  at  the  Bowman  Gray  School  of 
Medicine. 

Dr.  Richard  C.  Proctor,  professor  and  chairman  of 
the  Department  of  Psychiatry  at  Bowman  Gray,  was 
chairman  of  the  seminar,  which  featured  lectures  by 
Dr.  Morton  F.  Reiser,  professor  of  psychiatry  at 
Albert  Einstein  Medical  College:  Dr.  Nathan  K.  Rick- 
les,  senior  attending  physician  at  Cedars  of  Lebanon- 
Mount  Sinai  Hospitals  in  Los  Angeles:  and  Dr.  John 
J.   Schwab,   professor  of  psychiatry   and   medicine   at 

the  University  of  Florida  College  of  Medicine. 

*    *    * 

Eight  students  and  one  faculty  member  of  the 
Bowman  Gray  School  of  Medicine  were  installed  Feb. 
27  as  new  members  of  Alpha  Omega  Alpha,  national 
medical  honor  society.  Installation  ceremonies  were 
held  at  the  annual  banquet  of  the  North  Carolina 
Beta  Chapter  of  ADA.  Dr.  Warren  H.  Cole,  professor 
emeritus  of  surgery  at  the  University  of  Illinois 
College  of  Medicine,  was  the  banquet  speaker. 

Senior  students  elected  to  membership  were  Robert 


W.  Hamill  of  Manchester,  Conn.:  Robert  H.  LeGrand, 
Jr.  of  Greensboro:  W.  Frederick  McKuirt  of  Lumber- 
ton:  Samuel  N.  Smith  of  Belmont,  Mass.:  and  William 
T.  Speck  of  Fair  Lawn,  N.  J.  Elected  from  the  junior 
class  were  R.  McPhail  Herring,  Jr.  of  Chnton,  John 
A.  Phillips  of  Cameron,  and  Julian  R.  Taylor  of  Ra- 
leigh. 

Dr.  Frank  R.  Johnston,  associate  professor  oi  sur- 
gery, was  elected  to  the  honor  society  from  the  Bow- 
man Gray  faculty. 

*  *    * 

Urology  professors  from  31  medical  schools  in  19 
states  were  at  the  Bowman  Gray  School  of  Medicine 
Feb.  22-23  for  the  47th  meeting  of  the  Clinical  Society 
of  the  American  Association  of  Genito-Urinary  Sur- 
Koons. 

Dr.  William  H.  Boyce,  professor  and  director  of  liie 
Section  on  Urology  at  Bowman  Gray,  was  in  charge 
of  the  program  which  included  symposia  on  "Urinary 
Infections,"   "Renal  Tubular  Hyperplasia"  and  "Renal 

Calculi." 

*  *    * 

Dr.  Norman  M.  Sulkin,  professor  and  chairman 
of  the  Department  of  Anatomy,  recently  was  elected 
to  the  Council  of  Advisors  of  the  newly  organized 
Association  for  the  Advancement  of  Aging  Research. 

*  *    * 

Dr.  Thomas  B.  Clarkson,  professor  and  director  of 
the  Department  of  Laboratory  Animal  Medicine,  re- 
cently served  as  visiting  professor  at  the  Laboratory 
of  Comparative  Pathology,  Rockefeller  University, 
New  York,  where  he  lectured  on  "Comparative  Athero- 
sclerosis." 

»    *    » 

Dr.  David  R.  Mace,  professor  of  family  sociology, 
recently  returned  to  the  Bowman  Gray  School  of 
Medicine  after  completing  a  six-week  assignment  in 
Africa. 

He  and  Mrs.  Mace,  former  executive  directors  of 
the  American  Association  of  Marriage  Counselors, 
conducted  a  training  course  on  marriage  and  the 
family  for  selected  representatives  of  12  East  African 
countries.  The  project,  held  in  Nairobi,  Kenya,  was 
sponsored  by  the  World  Council  of  Churches. 

While  in  Africa.  Dr.  Mace  delivered  several  lec- 
tures. They  included: 

—"The  Ethics  of  Sexual  Behavior."  at  Limru  Train- 
ing College.  Kenya. 

—"A  Five-Year  Proposal  for  Training  Family  Life 
Workers  in  .Africa,"  at  Consultations  of  the  All-Africa 
Conference  of  Churches  in  Nairobi,  Kenya,  and  in  La- 
gos, Nigeria. 

—"Family  Welfare,  the  Need  for  a  National  Policy," 
at  meetings  in  Nairobi.  Kenya,  and  Lagos.  Nigeria. 

— "International  Cooperation  in  Family  Welfare— A 
Proposal  for  the  Developing  Countries  in  Africa,"  at 
the  Ministry  of  Social  Services  in  Nairobi,  Kenya. 

—"Marriage  Counseling  in  Medical  Practice,"  at 
Lagos  Medical  College. 

—"Rapid  Social  Change  and  the  African  Family,"  at 
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the  Community  Center  in  Takoradi,  Gliana,  and  at  the 
Cultural  Center  in  Kumasi,  Ghana. 
—"Marriage  and  the  University  Graduate  in  Africa," 

at  the  Univesity  of  Kumasi,  Ghana. 

*  *    * 

Dr.  Eben  Alexander,  Jr.,  professor  of  neurostu'gery, 
participated  in  a  panel  discussion  on  "Syndromes  of 
the  Small  Lumbar  Canal"  at  a  meeting  of  the  South- 
ern Neurosurgical  Society  Feb.   16-17  in  New  Orleans, 

La.  He  spoke  on  "Achondroplasia." 

*  *    * 

Dr.  Howard  H.  Bradshaw,  professor  and  chairman 
of  the  Department  of  Surgery,  was  in  the  Canal  Zone 
Feb.  25-28  as  consultant  to  Gorgas  Hospital.  He  pre- 
sented lectures  on  "Parathyroid  Diseases"  and- 
"Mediastinal  Tumors"  and  participated  in  a  tele- 
vision program  on  "Cancer." 

*  *    * 

Dr.  Clark  E.  Vincent,  professor  of  sociology  and 
director  of  the  Behavioral  Sciences  Center  of  the 
Bowman  Gray  School  of  Medicine,  presented  two 
lectures  recently  at  Tulane  University.  He  spoke  on 
"Behavioral  Sciences  Teaching  in  Undergraduate 
Psychiatry"  and  "Statistical  Perspectives  on  Illegi- 
timacy."   

Governor's  Committee  on 
employment  of  the  handicapped 

Dr.  Samuel  Dace  McPherson,  Jr.,  of  McPherson 
Hospital  in  Durham,  has  been  named  Outstanding  Phy- 
sician for  the  Year  1967  by  the  Governor's  Committee 
on  Employment  of  the  Handicapped. 

The  award  was  presented  by  Governor  Moore  in 
Raleigh  on  March  18  together  with  other  awards  to 
the  Outstanding  Handicapped  Person  of  Year,  the 
Outstanding  Employers  of  the  Year,  and  to  four  high 
school  winners  in  an  essay  contest  sponsored  by  the 
Committee. 

Dr.  McPherson  was  unanimously  nominated  for  the 
award  by  the  E.xecutive  Council  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina. 

In  presenting  the  award  to  Dr.  McPherson,  Governor 
Moore  said: 

"The  name  'McPherson'  is  a  famous  one  in  the 
annals  of  North  Carolina  medicine.  It  is  fitting  that 
the  Executive  Council  of  the  Medical  Society  of  the 
State  of  North  Carolina  has  unanimously  chosen  Dr. 
Samuel  Dace  McPherson,  Jr.,  of  McPherson  Hospital 
in  Durham  as  the  outstanding  Physician  for  the  Year 
1967.  Dr.  McPherson  has  been  clinical  professor  of 
ophthalmology  and  acting  head  of  the  Department  of 
Ophthalmology  at  the  University  of  North  Carolina 
Medical  School  since  1955.  He  was  educated  at  Duke 
University  and  at  Johns  Hopkins,  and  has  been  on 
the  medical  staff  at  Duke,  the  University  of  North 
Carolina,  Johns  Hopkins  Hospital,  and  Watts  Hospital 
and  is  attending  ophthalmologist  for  the  North  Caro- 
lina Department  of  Vocational  Rehabilitation.  It  is 
with  a  feehng  of  the  deepest  thanks  to  the  medical  pro- 
fession of  North  Carolina  for  the  encouragement  it  has 
offered  the  handicapped  that  we  recognize  Dr.  Samuel 
Dace  McPherson  today." 


north  carolina  society  for 
Crippled  Children  and  Adults 

Camping  dates  for  the  summer  of  1968  have  been 
announced  by  Camp  Easter  in  the  Pines,  North  Caro- 
lina's Easter  Seal  Camp,  a  facility  of  the  North 
Carolina  Society  for  Crippled  Children  and  Adults. 

Located  at  Southern  Pines,  Camp  Easter  provides 
a  full  program  of  camp  activities  for  physically  handi- 
capped persons  from  7  to  50  years  of  age. 

The  staff  is  on  duty  throughout  the  camping  season, 
and  it  includes  a  camp  director,  registered  nurse,  dieti- 
tian, waterfront  and  program  director,  arts  and  crafts 
instructors,  and  male  and  female  counselors. 

The  camping  season  includes  four  two-week  sessions: 

June  16-27— adults  only  lages  17-50) 

June  30-July  11— children  (ages  7-12) 

July  14-15— children   (ages  7-12) 

July  28-August  8— teenagers   (ages  13-17 >. 

The  cost  for  each  camper  per  two-week  session  is 
$90.  Parents,  local  Easter  Seal  societies,  individual 
donors,  and  civic  groups  send  children  and  adults  to 
camp  and  no  applicant  is  denied  camp  because  of  the 
fee. 

For  information  or  application  forms  address  Camp 
Easter-in-the-Pines,  Drawer  1099,  Southern  Pines,  N.  C. 
28387,  Mrs.  Betty  Liddell,  Camp  Coordinator. 


UNC    TELEVISION    PROGRAM    FOR    PHYSICANS 

On  Tuseday  evening,  February  27,  the  University  of 
North  Carolina  School  of  Medicine  inaugurated  a  new 
series  of  television  programs  for  physicians,  using 
the  University's  television  network.  The  series,  which 
is  continuing  through  April  and  May,  consists  of  four 
monthly  programs.  Airtime  is  10:05  p.m.,  immediately 
after  the  station  signs  off  its  regular  broadcast  day. 

University  television  outlets  are: 

WUNC-TV,  Channel  4,  Chapel  HiU 

WUND-TV,  Channel  2,  Columbia 

WUNE-TV,  Channel  17,  Linville 

WUNF-TV,  Channel  33,  Asheville 

WUNG-TV,  Channel  58,  Concord 


News  Note 

The  First  Award  in  the  division  on  scientific  ex- 
hiibts  of  the  Southern  Medical  Association  was  pre- 
sented to  Claude  A.  Frazier,  M.D.,  of  Asheville,  "in 
view  of  the  scientific  value  and  excellence  of  presen- 
tation of  his  exhibit  entitled  "Insect  Allergy."  This 
exhibit  was  one  of  54  exhibits. 

The  award  was  bestowed  at  the  Annual  Meeting  of 
the  Southern  Medical  Association  held  in  Miami  Beach, 
Florida,  November  13-16,  1967. 


NORTH  CAROLINA  HEART  ASSOCIATION 
Dr.  J.  Logan  Irvin,  chairman  of  the  Board  of  Direc- 
tors of  the  North  Carolina  Heart  Association,  announced 
that  the  Board  has  approved  requests  from  36  North 
Carolina  researchers  for  grants-in-aid  totaling  $70,833. 
Representing    a    portion    of    the    Heart    Fund    dollars 
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spent  annually  in  North  Carolina  in  the  fight  against 
cardiovascular  disease,  the  Grant-in-Aid  Program  is 
designed  to  provide  partial  financial  support  to  in- 
vestigators doing  research  in  the  field  of  heart  and 
blood  vessel  disease. 

Grants-in-Aid  covered  by  this  appropriation  are  the 
funding  of  projects  by  researchers  in  five  institutions 
in  North  Carolina.  The  five  institutions  represented  are 
Appalachian  State  University.  Boone;  Bowman  Gray 
School  of  Medicine.  Wintson-Salem:  Duke  University 
Medical  School.  Durham:  the  University  of  North  Caro- 
lina School  of  Medicine,  Chapel  Hill:  and  the  Veterans 
Administration  Hospital.  Durham. 


Sixth   Annual  Spring  Forum   for 
Child  Psychiatry 

The  Medical  College  of  Virginia,  meeting  in  con- 
junction with  the  Southeastern  Region  of  the  Ameri- 
can Association  of  Psychiatric  Clinics  for  Children, 
will  hold  its  Sixth  Annual  Spring  Forum  for  Child 
Psychiatry  in  Richmond  on  May  31.  1968. 

The  forum  will  be  held  in  Baruch  Auditorium  of 
the  Medical  College  of  Virginia.  It  is  sponsored  by  the 
Division  of  Child  Psychiatry.  MCV.  and  the  Virginia 
Treatment  Center  for  Children. 


National  Society  for 
Crippled  Children  and  Adults 

Grants  totaling  $116,230  have  been  awarded  by  the 
Easter  Seal  Research  Foundation  to  university  medi- 
cal schools  and  centers  for  research  related  to  the 
fundamental  causes  and  effects  of  crippling. 

Included  was  a  grant  of  $4,751  to  Duke  University,  to 
finance  a  new  research  project  on  the  effects  of  syno- 
vitis I  joint  inflammation'  upon  circulation  in  bone. 


National  Association  of 
Medical  Examiners 

The  National  Association  of  Medical  Examiners  held 
its  first  annual  meeting  on  Feb.  21,  1968.  in  Chicago, 
where  it  elected  officers,  a  Board  of  Directors  and  an 
Executive  Committee  and  adopted  a  set  of  By-Laws 
for  the  organization. 

The  Association  elected  as  its  president  Milton  Hel- 
pern.  M.D..  Chief  Medical  Examiner  of  New  York 
City  and  one  of  the  founders  of  the  organization. 
Joseph  W.  Spelman.  M.D..  Medical  Examiner  of  Phila- 
delphia, was  elected  vice  president  and  Leslie  Lukash, 
M.D..  Medical  Examiner  of  Nassau  County,  East 
Meadow,  New  York,  was  elected  secreary-treasurer. 
All  three  officers  will  serve  one-year  terms. 

The  meeting  adopted  the  following  aims  and  pur- 
poses as  part  of  the  By-Laws: 

To  improve  and  make  more  effective  the  offical  in- 
vestigation of  sudden,  suspicious  and  violent  deaths 
under  the  medical  examiner  system:  to  strengthen 
the  administration  and  operation  of  the  medical  ex- 
aminer system:  to  assist  in  and  encourage  the  estab- 
lishment of  the  medical  examiner  system  in  areas 
where  such  a  system  is  not  now  in  effect:   to  estab- 


lish, maintain  and  promote  proper  standards  for  a 
model  medical  examiner  system:  to  disseminate  ac- 
curate information  regarding  the  medical  examiner 
system  and  its  contributions  to  the  administration  of 
justice  and  the  protection  of  the  health  of  the  com- 
munity: to  advance  the  professional  interests  of  the 
medical  examiners,  including  those  relating  to  the 
administrative  and  career  aspects  of  their  work:  to 
conduct  studies,  sponsor  publications  and  undertake 
other  activities  and  projects  designed  to  assist  medi- 
cal examiners  in  improving  the  quality  of  their  work: 
and  to  establish  and  maintain  a  code  of  ethics. 

The  Association  plans  to  conduct  a  membership  drive 
to  obtain  as  many  qualified  members  as  possible. 

Membership  in  N.A.M.E,  is  open  to  all  medical  ex- 
aminers, pathologists  and  other  licensed  physicians 
who  have  responsibilities  in  connection  with  the  of- 
ficial investigation  of  sudden,  suspicious  and  violent 
deaths. 

Interested  physcians  are  invited  to  write  to  the  Na- 
tional Association  of  Medical  Examiners.  520  First  Ave- 
nue. New  York.  N.  Y.   10016. 


U.  S.  Department  of 
Health,  Education,  and  Welfare 

What  it  means  to  have  emphysema,  a  progressive 
lung  disease,  is  the  subject  of  "Emphysema,  the 
Battle  to  Breathe."  a  new  publication  just  released 
by  the  National  Center  for  Chronic  Disease  Control, 
U.   S.   Public  Health  Serivce. 

"Emphysema,  the  Battle  to  Breathe,"  published  by 
the  Center's  Chronic  Respiratory  Diseases  Control  Pro- 
gram, is  a  reprint  of  an  award-winning  five-part  series 
written  by  Frank  E.  Carey.  Associated  Press  Science 
Writer,  and  carried  by  AP  in  September  1966.  The 
series  generated  strong  public  interest  in  the  fast- 
mounting  and  little  understood  problems  of  chronic 
lung  disease. 

Single  copies  of  "Emphysema,  the  Battle  to  Breathe." 
PHS  Publication  No.  1715,  are  available  from  the  Pub- 
lic Health  Service,  U.  S.  Department  of  Health.  Ed- 
ucation, and  Welfare.  Washington.  D.  C.  20201.  It  may 
be  purchased  from  the  Superintendent  of  Documents, 
U.  S.  Government  Printing  Office.  Washington,  D.  C. 
20402.  for  35  cents  a  copy.  $26.25  a  hundred. 


U.   S.   PUBLIC   HEALTH   SERVICE 

A  low-cost  photographic  method  for  detecting  leaks  in 
sealed  radium  capsules  and  needles  with  greater  speed 
than  can  be  achieved  with  currently  used  techniques 
has  been  developed  by  the  Public  Health  Service's 
National  Center  for  Radiological  Health. 

The  method  is  designed  to  facilitate  testing  sealed 
radium  sources  with  sufficient  frequency  to  insure  dis- 
covery of  leaks  before  radioactive  contamination  is 
spread  through  buildings,  storage  facilities,  and  other 
areas  where  radium  is  kept  and  used. 

The  photographic  leak  detection  technique,  as  de- 
veloped in  the  Center's  Southeastern  Radiological 
Health  Laboratonf  at  Montgomery,  Alabama,  requires 
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only  about  six  minutes  for  film  exposure  and  print 
processing.  As  long  as  24  hours  may  be  needed  for 
methods  now  generally  used. 


The  Montk  in  Wasliington 

The  American  Medical  Association  and 
the  Association  of  American  Medical  Col- 
leges has  announced  a  joint  policy  state- 
ment calling  for  a  substantial  increase  in 
the  number  of  medical  students. 

Dr.  Milford  A.  Rouse,  president  of  the 
AMA  and  Dr.  John  Parks,  president  of  the 
AAMC,  reviewed  the  joint  statement  at  a 
news  conference  in  Washington. 

The  statement  "emphasized  the  urgent 
and  critical  need  for  more  physicians  if  na- 
tional expectations  for  health  services  are 
to  be  realized."  The  statement  said : 

"National  policy  which  would  best  meet 
this  need,  and  would  be  consistent  with  the 
American  ideal  of  equal  educational  oppor- 
tunity for  all,  would  provide  such  educa- 
tional resources  that  every  young  person 
interested  in  and  qualified  for  entry  to  the 
study  of  medicine  would  have  this  oppor- 
tunity. Both  associations  endorsed  the  posi- 
tion that  all  medical  schools  should  now  ac- 
cept as  a  goal  the  expansion  of  their  collec- 
tive enrollments  to  a  level  that  permits  all 
qualified  applicants  to  be  admitted.  As  a 
nation,  we  should  address  the  task  of  realiz- 
ing this  policy  goal  with  a  sense  of  great 
urgency. 

"In  their  endorsement  of  and  call  for 
broadening  educational  opportunity  for  the 
study  of  medicine,  both  associations  stressed 
that  the  length  of  time  necessary  to  realize 
such  a  goal  does  not  minimize  the  need  to 
respond  to  today's  critical  shortage  of  phy- 
sician manpower.  In  order  to  enable  the  na- 
tion's medical  schools  both  to  meet  today's 
crisis  and  to  attain  the  longer-range  goal 
of  unrestricted  educational  opportunity, 
those  responsible  for  allocation  of  resources 
must  recognize  the  magnitude  of  these 
tasks." 

The  two  associations  said  both  immediate 
and  long-range  steps  should  be  taken. 
The  immediate  steps  are : 


1.  To  increase  the  enrollment  of  existing 
medical  schools. 

2.  To    foster    curricular    innovations    and 

other  changes  in  the  educational  pro- 
grams which  could  shorten  the  time 
required  for  a  medical  education  and 
minimize  the  costs. 

3.  To  meet  the  need  for  innovation  in 
educational  programs  and  to  encourage 
diversity  in  the  character  and  objec- 
tives of  medical  schools.  The  develop- 
ment of  schools  of  quality  where  a 
primary  mission  is  the  preparation  of 
able  physicians  for  clinical  practice 
as  economically  and  rapidly  as  pos- 
sible is  to  be  encouraged.  .  .  . 

"A  longer-range  approach  to  the  need 
for  physicians  is  the  development  of  new 
medical  schools,"  the  statement  said.  "This 
approach  will  not  solve  our  immediate,  ur- 
gent need  for  more  physicians  but  it  is 
essential  for  meeting  the  national  needs  of 
1980  and  beyond." 

The  two  associations  said  the  longer-range 
program  would  require  adequate  financial 
support  from  governmental  and  various 
private  sources  for : 

1.  Construction  of  facilities  to  expand 
enrollment  of  existing  schools  and  to 
create  new  schools. 

2.  Support  of  the  operational  costs  of 
medical  schools. 

3.  Stimulation  and  incentive  for  educa- 
tional innovation  and  improvement. 

"To  implement  these  measures  will  fur- 
ther require  that  each  medical  school  and 
its  university  reexamine  its  objectives,  its 
educational  program,  and  its  resources  to 
determine  how  it  can  contribute  most  effec- 
tively to  the  national  need  for  more  physi- 
cians and  what  financial  help  it  will  need 
to  make  this  contribution,"  the  statement 
said.  "Also  required  is  understanding  by  the 
public,  the  private  foundations,  industry, 
local  and  state  governments,  and  the  na- 
tional Congress — groups  which  must  pro- 
vide the  financial  support  which  is  neces- 
sary. 

"Initiative  for  development  of  new  schools 
and  expansion  of  the  established  institutions 
should  be  locally  determined.  Only  the  gov- 


April,  1968 


THE   MONTH    IN    WASHINGTON 


187 


erning  bodies  of  schools  with  ongoing  pro- 
grams in  medical  education  can  decide  to 
expand  such  programs.  Institutions  wishing 
to  organize  new  medical  schools  must  as- 
sume the  responsibility  for  marshalling  thj 
necessary  support.  Both  associations  are 
prepared  to  lend  any  assistance  they  can  to 
such  efforts." 


31«  iUcmoriam 

Andrew  Purefoy  Newcomb,  M.D. 

October  7,   1898— October  20.   1967 

Henderson.  North  Carolina.  lost  a  valued  physician 
when  Andrew  Purefoy  Newcomb  died  on  October  20, 
1967.  He  was  Henderson's  oldest  general  practitioner. 

Dr.  Newcomb  was  a  member  of  the  local,  county, 
and  national  medical  societies.  He  served  a  tenure  as 
chief  of  staff  of  Maria  Parham  Hospital  and  also  as 
president  of  the  County  Medical  Society.  He  was  a 
member  of  the  First  Methodist  Church. 

Dr.  Newcomb's  greatest  interest  was  in  people,  and 
he  devoted  his  entire  time  to  their  care.  He  read 
widely,  especially  in  the  field  of  philosophy  and  the 
arts.  He  was  eager  to  discuss  these  interests  with  his 
colleagues  and  friends. 

He  was  a  dedicated  physician,  who  continued  to  see 
patients  up  to  the  week  before  his  death,  despite  the 
fact  that  he  himself  had  been  ill  for  many  months. 

An  editorial  in  the  Henderson  paper  describes  the 
general  view  concerning  Dr.   Newcomb.    It  is  quoted 

"Dr.  Andrew  Newcomb  was  one  of  the  last  of 
the  old  school  of  physicians  in  this  community.  He 
began  practice  here  after  graduation  from  medical 
school  in  1926,  and  devoted  his  life  to  serving  the 
Henderson    and    Vance    County    area.    Innumerable 


residents  who  through  the  years  had  known  and 
had  been  attended  by  him  can  testify  to  his  com- 
plete dedication  to  his  profession  and  to  the  people 
among  whom  he  lived. 

"He  began  the  practice  of  medicine  here  in  a  day 
when  doctors  were  subject  to  call  day  or  night, 
and  when  they  responded  if  possible  regardless  of 
the  weather,  whether  sunny,  balmy,  or  snow,  sleet 
and  rain.  Wherever  his  services  were  needed,  there 
he  went  without  reservation  or  hesitancy  and  with 
no  questions  asked.  His  practice  was  one  of  the 
largest  in  this  vicinity. 

"Dr.  Newcomb's  unexpected  death  Thursday  was 
a  shock  to  those  who  knew,  respected  and  loved 
him  for  his  true  worth.  He  was  a  native  and  life- 
long resident  of  Henderson,  except  when  in  school, 
and  in  turn  gave  his  energies  and  knowledge  for 
the  care  of  his  patients  in  times  of  sickness  and 
need. 

"In  this  day.  when  more  attention  is  given  than 
ever  before  to  public  health.  Dr.  Newcomb  went  all 
nut  in  his  contributions  to  the  wellbeing  of  those 
who  looked  to  him  in  confidence  for  treatment, 
in  event  of  sickness.  They  feel  they  have  lost  a 
friend— one  who  cared  and  who  was  fully  conscious 
of  the  responsibility  he  carreid.  So  they  have  in- 
deed. And  so  has  the  community." 


COM^UTTEE  ON  MENTAL  HEALTH 

The  Committee  on  Mental  Health  of  the  Medical 
Society  of  the  State  of  North  Carolina  has  sponsored 
the  following  programs  across  the  state  for  the  month 
of  April  1968. 

County:   Wilkes  County  Medical  Society 

TOPIC:   Management  of  Functional  Disorders 

Speaker:  WiUiam  S.  Pearson.  M.D. 

County:    Rowan-Davie  County  Medical  Society 

TOPIC:  Use  of  Psychotropic  Drugs  in  the  Office  of 
Non-psychiatrist 

Speaker:  Hans  Lowenbach,  M.D. 


Winston-Solem        Greensboro 

••a    a* 

•  Raleigh 


MATERNAL    DEATHS    REPORTED    IN    NORTH   CAROLINA 
SINCE     JANUARY    1,    1968 

Each    dot  represents  one  deolh 


Wilmington 
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Classified  Advertisements 

PHYSICIANS  WANTED  for  four  man  group  emergency 
room  coverage,  250  bed  hospital  expanding  to  375  beds. 
Guaranteed  minimum  income  $24,000  annually,  42 
hour  work  week,  30  days  vacation  annually,  with 
hospital  providing  relief  for  vacation  period.  Contact 
Administrator  High  Point  Memorial  Hospital,  High 
Point,  N.  C.  MA 

"PHYSICIANS  WANTED"— for  full  time  emergency 
room  practice,  5-man  group,  424-bed  general  hospital 
with  medical  school  affiliation,  income  from  profes- 
sional fees  to  patients  with  guaranteed  minimum  of 
20,000,  no  expense,  average  40-hour  week  with  time 
for  living,  family,  vacations.  Call  or  write  Harold 
L.  Bettis,  Director.  Moses  Cone  Hospital,  Greensboro, 
N.  C.  27405.  FMA 

Wanted.  Male  physician  for  Student  Infirmary  in  school 
with  over  5000  students.  Large,  well-built  and  equip- 
ped Infirmary  building  completely  staffed  with  nurses 
and  technicians.  Write  or  call  Director  Student  Health 
Service,    University   of  N.    C.    at   Greensboro,   N.   C. 

27412.  A 


"Emergency  Department  Physicians.  Full  time  cov- 
erage in  350  bed  community  hospital.  Last  year 
25,000  visits  and  increasing.  Excellent  physical  facili- 
ties. Well  qualijied  medical  staff.  Delightful  place  in 
which  to  live  with  many  cultural  and  recreational 
opportunities.  Guarantee  of  $24,000,  but  can  earn 
more  after  Administrator,  Memorial  Mission  Hospi- 
tal,   Ashcville,   North   Carolina."  AM 

LOCUM  TENENS  WANTED— for  1  month  approxi- 
mately after  .lune  10,  1968.  Office  and  hospital  gen- 
eral practice  and  obstetrics.  Lovely  seaside  resort 
area  with  two  golf  courses.  Renumeration  $2,000  and 
rent  free  house  for  experienced  physician  with  North 
Carolina  license.  Reference  required.  Write  Dr.  Nor- 
man  M.   Homstein,   Southport.  N.   C.   28461.  A 

Partner  urgently  needed  to  associate  with  37  year  old 
G.P.  to  replace  partner  leaving  the  state.  Very  busy 
dual  practice  in  North  CaroEna's  largest  cHy.  Ex- 
cellent hospital  and  office  facilities.  Fine  medical 
community.  Exceptional  financial  opportunity.  Hos- 
pital privileges  require  one  year  any  type  residency. 
Reply:  C.  O.  Chrysler,  3319  Gresham  Place,  Charlotte, 
North  Carolina.   28211  TF 
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Vacancy 

For 

Medical  Officer 

(Occupational  Medical)  CS-13 


^ 


To  conduct  physical  examination  of  prospective  and  current  employees:  to  provide  diag- 
nostic and  advisory  service,  and  to  treat,  or  administer  first  aid  and  emergency  care  for. 
injury  or  illness  incurred  by  employees  in  performance  of  duty.  Salary:  $16,207  per  annum: 
all  civil  service  benefits,  including  within-grade  salary  increases,  group  life  insurance, 
annual  and  sick  leave,  retirement.  Contact  'Miss'  A.  WiUiams,  Employment  Superin- 
tendent. MCAS.  Cherry  Point,  N.  C.  28533. 
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Additional  information  available  to  physicians  upon  request. 
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Dilantin 

(diphenylhydantoin) 


PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  w\\\  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a  substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  vi^ith  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy,  fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a  syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 
Parke,  Davis  &  Company,  Detroit,  Michigan  48232 


I 


The  color  combinations  of  the  banded  capsules  are  , 

Parke-Davis  trademarks.  The  orange-banded  while  capsule  , 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 

the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium.  1 
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Historical    Basis    of    Medical    Crimes    in    Nazi    Germany 

Allen  Menkin 


There  were  some  practices  of  the  Germans  dur- 
ing the  short-lived  New  Order  that  resulted  from 
sheer  sadism  rather  than  a  lust  for  murder.  Per- 
haps to  a  psychiatrist  there  is  a  difference  between 
the  two  lusts  though  the  first  differed  from  the 
second  only  in  the  scale  of  deaths. 

The  Nazi  medical  experiments  are  an  example 
of  this  sadism,  for  in  the  use  of  concentration  camp 
inmates  and  prisoners  of  war  as  human  guinea  pigs, 
\'ery  little  if  any  benefit  to  science  was  achieved. 
It  is  a  tale  of  horror  of  which  the  German  medical 
profession  cannot  be  proud.  Although  the  "experi- 
ments" were  conducted  by  fewer  than  two  hundred 
murderous  quacks — albeit  some  of  them  held  emi- 
nent posts  in  the  medical  world— their  criminal 
work  was  known  to  thousands  of  leading  physicians 
of  the  Reich,  not  a  single  one  of  whom,  so  far  as 
the  record  shows,  ever  uttered  the  shghtest  public 
protest. 1 

To  quote  the  psychiatric  counsel  for  the 
prosecution  at  Nuremburg : 

I  believe  that  we  do  not  contribute  to  our  under- 
standing of  historical  events  if  we  simply  "question" 
whether  these  experiments  had  been  carried  out 
when  they  seem  incredible  to  us.  Instead  we  must 
face  the  facts,  ascribing  them  to  the  power  which 
social  and  political  forces  have  upon  the  practical 
aspects  of  scientific  and  medical  endeavor. 2 

I  do  not  intend  to  catalogue  and  describe 
the  sickening  crimes  committed  by  individual 
doctors  of  the  Third  Reich ;  that  grisly  task 
has  been  adequately  performed  elsewhere. ^'-^ 
Neither  will  I  attempt  to  decree  the  level  of 
Hell  reserved  for  such  criminals.  My  pur- 
pose is  to  bring  perspective  and  currency  to 
the  behavior  of  thousands  of  allegedly  sane 
German  physicians  who  stood  mute  as  the 
Nazis  systematically  perverted  the  primary 
goals  of  their  training  and  lives. 

No  act  of  history  occurs  in  a  void.  Nazi 
extremism  was  not  a  bolt  out  of  the  heavens ; 
it  did  not  spring,  full  grown,  from  the  brain 


Kequebt  for  reprints  to  625   Miller  Street.  Winston-Saleiti. 
N.  C.  27103. 


of  Adolph  Hitler.  Behind  it  was  a  long  tra- 
dition. Its  roots  lay  deep  in  history.  It  was 
the  result  of  a  national  heritage  of  discipline 
and  obedience,  ground  into  the  Germans  by 
a  combination  of  Hegelian  worship  of  the 
State,  Prussian  intransigence,  militarism, 
and  nationalism.  Germans  who  were  shocked 
and  amazed  by  the  excesses  of  Hitlerism 
never  understood  that  the  political  regime 
that  had  led  them  almost  to  destruction  was 
the  logical  outcome  of  a  long  and  dangerous 
intellectual  tradition.  The  Gei-man  medical 
profession  was  committed  to  that  tradition 
by  the  year  1883.^-3 

Bismarck  and  the  Growth  of  State 
Health  Insurance 

Otto  von  Bismarck  was  the  blacksmith 
of  German  nationalism.  He  synthesized  auto- 
cracy and  militarism  into  a  milieu  out  of 
which  the  Nazi  party  arose.  He  also  gave 
Germany  the  first  national  health  insurance 
program  in  the  world.  His  program  included 
insurance  against  industrial  accidents,  sick- 
ness, invalidism,  and  old  age.  The  core  of 
the  program  has  spanned  84  tumultuous 
years  and  four  German  governments. 

Sickness  insurance  had  precedence  in  a 
pre-Bismarckian  Germany.  Following  the 
Napoleonic  wars,  the  Duchy  of  Nassau  had 
developed  a  complete  system  of  public  medi- 
cal services  in  which  physicians  were  civil 
servants.  The  system  operated  until  1861, 
when  the  Duchy  became  part  of  Prussia. 

From  1869  on,  communities  in  Bavaria, 
Baden,  and  Wurtenburg  were  authorized  to 
establish  public  sickness  insurance  funds, 
membership  in  which  could  be  made  com- 
pulsory for  all  unmarried  wage  earners  not 
living  with  their  parents.  Guild  funds  had 
been  operating  in  the  German  states  for 
many  years.  They  served  as  a  financial  and 
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administrative  base  for  Bismarck's  insur- 
ance program."'  Bismarck  did  not  invent  a 
sickness  insurance,  he  only  nationalized  it. 
In  the  process  he  nationalized  the  medical 
profession. 

TJte  Sickness  Insurance  Act  of  1883  was 
the  first  part  of  Bismarck's  program.  It  re- 
quired all  workers  in  specified  occupations 
to  be  insured  with  an  existing  fund  or  with 
one  to  be  created  for  that  purpose.  At  the 
time  it  went  into  effect,  5,000  insurance 
funds  with  about  one  million  members  ex- 
isted. The  German  population  was  about  60 
million. 

Two-thirds  of  the  premiums  in  this  pro- 
gram were  contributed  by  the  workers,  one- 
third  by  the  employers.  Later  the  premiums 
were  split  equally.  Up  to  Ti/o'f  of  a  worker's 
base  wage  could  be  taken.  The  funds  were 
administered  mutually.  Benefits  included 
medical  care  and  financial  support  in  case  of 
illness,  or  for  the  first  thirteen  weeks  fol- 
lowing an  accident.  This  was  soon  extended 
to  twenty-six  weeks.  Maternity  and  funeral 
benefits  were  part  of  the  initial  program.'' 

The  Industrial  Accident  Insurance  Act 
was  passed  in  1884.  Initially  it  was  of 
limited  application — only  workers  employed 
in  manufacturing  or  mining,  and  works  of- 
ficials of  those  industries  earning  less  than 
2,000  marks  a  year,  were  covered.  The  re- 
strictions were  an  intentional  attempt  to 
gain  experience  before  the  coverage  was  ex- 
tended. By  1887  almost  all  occupations  were 
insured  under  this  Act.'*-'^ 

Accident  insurance  provided  fui'ther 
death,  disability,  and  medical  benefits.  In 
case  of  a  fatal  accident,  benefits  included 
compensation  for  funeral  costs  and  pensions 
to  dependents.  Disability  and  medical  bene- 
fits were  granted  from  the  fourteenth  week 
on  and  included  complete  medical  care  until 
restoration.  Partial  wages,  usually  two- 
thirds,  were  paid  for  the  same  period. 

Accident  insurance  was  organized  on  the 
basis  of  trade  associations.  The  employers  in 
a  given  industry  administered  the  funds  for 
that  industry.  Bismarck  was  a  strong  ad- 
vocate of  the  corporate  state.  He  wanted  to 
see  society  organized  in  trade  associations, 
the    representatives    of    which    would    have 


constituted  the  parliament.  But,  he  did  not 
live  in  the  Middle  Ages,  and  the  time  for 
fascism  had  not  yet  come.' 

Bismarck's  final  bill,  the  Old  Age  and 
hivalidity  Insurance  Act,  was  passed  on 
June  22,  1889.  It  covered  all  manual  workers 
without  regard  to  income,  and  other  em- 
ployees earning  not  more  than  2,000  marks  a 
year.  It  provided,  after  a  period  of  waiting, 
pensions  to  individuals  disabled  by  sickness 
and  to  all  insured  persons  upon  reaching 
70  years  of  age.'' 

Extended  Coverage  a)id  Co)ttiol 
Hardly  a  year  passed  without  amend- 
ments to  Bismarck's  bills,  the  general  pur- 
pose of  which  was  to  extend  the  coverage  to 
ever  larger  groups,  to  increase  benefits,  and 
to  lessen  risks  by  developing  preventive 
measures.  In  1911  old  age  and  invalidity  in- 
surance was  extended  to  cover  more  occupa- 
tions. In  1916  the  qualifying  age  for  pen- 
sions was  lowered  to  65.  The  insurance  sys- 
tem was  completed  when  compulsory  unem- 
ployment insurance  was  adopted  in  1927.^ 
What  had  begun  as  insurance  for  the  work- 
ing classes  was  extended  to  cover  ever  larger 
groups.  By  1928  full  coverage  was  extended 
to  dependents  of  insured  persons.  In  1929 
the  maximum  income  permitted  was  raised 
to  3,600  marks.  By  this  time  80%  of  the  Ger- 
man population  was  fully  insured.  An  early 
maneuver  by  Hitler  abolished  the  maximum 
income  stipulation  and  included  government 
pensioners  not  otherwise  covered." 

It  seems  ironic  that  such  a  vast  program 
of  benefits  for  the  working  man  was  ini- 
tiated by  a  sworn  enemy  of  Labor.  It  is  not 
surprising,  however,  that  Bismarck's  govern- 
ment concerned  itself  with  issues  of  this  sort, 
for  state  paternalism  was  an  integral  part 
of  the  Prussian  tradition.  Bismarck's  legis- 
lation was  intended  to  serve  three  practical 
purposes.  It  helped  assure  him  of  a  healthier, 
moi'e  productive  work  force,  it  undercut  the 
platform  of  his  Socialist  opposition,  and  it 
reinforced  his  concept  of  a  unified  Ger- 
many.'' 

Bismarck's  initial  program  was  debated 
in  the  Reichstag  for  nine  years.  His  goals 
were  revolutionary.  They  were  an  expression 
of  his  lifelong  struggle  to  ensnare  the  Ger- 
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man  working  class  in  a  web  of  feudalistic 
controls.  They  even  opposed  vested  interests 
in  his  own  Conservative  party.' 

The  Silent  Voice  of  German  Medicine 

It  is  noteworthy  that  sickness  insurance 
was  formulated  and  debated  strictly  on  poli- 
tical and  economic  considerations.  The  medi- 
cal profession  was  not  consulted  and  ap- 
parently did  not  care  to  be.  The  advent  of 
Bismarck's  insurance  scheme  coincided  with 
an  era  of  rapid  scientific  advances  in  medi- 
cine. This  was  the  time  of  Koch  and  Ehrlich ; 
doctors  were  preoccupied  with  technical  in- 
terests. They  had  little  time  to  study  the 
social  and  economic  aspects  of  medicine  and 
apparently  had  no  inkling  of  the  influence 
health  insurance  would  have  on  them.  Con- 
sequently, doctors  had  no  suggestions  to  of- 
fer. The  government  and  the  insurance  so- 
cieties conti'olled  the  planning  and  adminis- 
tration of  the  new  system.'''" 

During  the  nine  years  of  debate  no  medi- 
cal journal  mentioned  the  insurance  bills. 
Rudolf  Virchow,  who  had  spearheaded  a 
medical  reform  movement  in  1848,  wrote 
128  papers  during  the  same  nine-year  period. 
They  were  all  on  physical  anthropology.  He 
did  not  devote  one  line  to  the  discussion  of 
health  insurance."-* 

Difficulties  ensued  which  proved  of  great 
concern  to  physicians.  Until  a  sufficient 
number  of  men  entered  the  insurance  serv- 
ice, a  patient  was  restricted  in  his  choice 
of  doctors,  and  this  tended  to  limit  his  con- 
fidence in  the  profession.  On  the  other  hand, 
when  the  number  of  physicans  desiring  in- 
surance patients  finally  became  too  great 
for  the  supply,  an  uneconomical  and  unpro- 
fessional competition  began.  This  competi- 
tion lowered  fees,  thereby  inviting  careless 
shortcuts  to  make  the  work  pay.'" 

Under  state  insurance  benefits  hypochon- 
driacal behavior  lost  its  financial  and  social 
penalties.  This  resulted  in  a  great  increase 
in  the  number  of  patients  seen  for  minor 
maladies.  This  in  turn  necessitated  a  cri- 
tical check  on  patients  in  order  to  protect 
the  insurance  companies  against  excessive 
demands.  The  check  was  made  by  the  ex- 
amining physician  and  led  to  an  unfortunate 
confusion  of  police  and  medical  duties. 


Too  little  and  too  kite 

By  the  turn  of  the  century  there  was  a 
third  party  to  the  doctor-patient  relation- 
ship in  Germany.  This  silent  partner  was 
an  agent  of  the  State  and  would,  abetted  by 
economic  and  social  chaos,  increasingly  dom- 
inate the  relationship.  It  was  not  until  the 
economic  and  ethical  bases  of  medical  prac- 
tice were  grossly  influenced  by  principles 
outside  of  the  profession  that  German  doc- 
tors acted.  The  Hwrtmannbund,  founded  by 
a  Leipzig  physician,  sought  increased  pay- 
ments and  greater  control  over  the  patient- 
doctor  relationship.  It  called  for  freedom  of 
choice  for  both  doctor  and  patient,  equit- 
able fees  for  services,  and  freedom  for  a  doc- 
tor to  practice  wherever  he  chose.  A  1911 
reorganization  of  the  insurance  laws  failed 
to  consider  any  of  these  requests.  A  nation- 
wide strike  of  physicians  was  averted  by  the 
1913  Berlin  agreement,  which  gave  insur- 
ance physicians  minimal  legal  protection 
against  exploitation  by  the  insurance  so- 
cieties.'* 

Hitler's  Takeover 

Hitler  used  the  tradition  and  structure 
of  State  interference  in  the  health  profes- 
sion to  insidiously  gain  control  of  the  Ger- 
man doctors.  Sickness  insurance  itself  was 
a  powerful  political  lever.  Early  in  this  cen- 
tury the  salaried  administrative  posts  in  the 
Krankenkassoi  became  political  sinecures. 
By  1928  over  70/1  of  these  positions  were 
held  by  appointees  of  the  Algemeine  Deut- 
sche Gewerkschaftsbund — which  was  rap- 
idly taken  over  by  Hitler.  According  to  a 
1943  statement  by  a  Canadian  Parliamen- 
tary committee  on  health  insurance,  "Dur- 
ing the  early  years  of  Hitler's  regime  the 
government's  medical  program  was  looked 
upon  by  many  as  one  of  the  greatest  pi'ops 
of  the  totalitarian  state. "^  By  1935  more  than 
one-third  of  the  German  population  was 
dependent  on  state  medical  care;  two-thirds 
of  all  births  in  Germany  were  totally  paid 
for  by  Sickness  Insurance — most  of  these 
children  were  also  entitled  to  time  in  state 
nursery  schools."  The  annual  per  capita 
insurance  payment  was  67  reichsmarks  per 
year.  The  total  Sickness  Insurance  expendi- 
ture  for    1935   was    1.314,000    reichsmarks. 
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Slightly  more  than  15'/c  of  this  was  paid 
directly  to  physicians.'-  An  unproved  but 
tempting  suspicion  exists  that  in  the  late 
1930s  the  funds  of  the  Kraiikenkassen  were 
diverted  to  the  purchase  of  arms. 

The  year  1937  saw  radical  changes  in  the 
Sickness  Insurance  practice.  Under  new 
regulations  one  new  physician  was  to  be  ad- 
mitted to  the  practice  for  every  600  new 
members.  Two  years  of  preparatory  service 
were  required  for  admittance  to  the  prac- 
tice. Preferment  was  given,  above  all,  to 
physicians  who  had  been  active  for  at  least 
two  consecutive  years  at  a  public  health 
headquarters  of  the  Nazi  party  and  to  phy- 
sicians who  had  been  professionally  active 
for  at  least  one  year  in  military  or  work 
service.  Mere  membership  in  the  Nazi  party 
was  no  longer  a  basis  for  preferential  treat- 
ment. Married  male  candidates  were  pre- 
ferred ;  the  more  children  he  had  the  more 
likely  was  his  acceptance.  Political  unrelia- 
bility was  grounds  for  nonadmittance  to  the 
practice,  as  was  the  married  status  of  a 
woman  physician. 

Under  earlier  regulations  the  patient  was 
entitled  to  select  the  physician  he  wanted 
and  could  discharge  him  at  any  time.  The 
doctor  was  paid  according  to  the  number  of 
patients  he  saw  and  the  number  of  times  he 
treated  them.  In  1937  the  doctor  was,  ".  .  . 
removed  from  the  field  of  economics."  From 
that  time  on  the  insured  contracted,  for 
themselves  and  their  family,  with  a  single 
physician  for  a  period  of  not  less  than  one 
year.  During  the  period  of  contract  they  had 
to  consult  that  physician  or  go  without  medi- 
cal care.  Instead  of  individual  payments,  the 
doctor  received  an  annual  honorarium.  Un- 
der the  old  regulations  physicians  often  ac- 
ted as  the  "patient's  advocate"  in  claims 
against  the  insurance  societies — it  was  in 
their  economic  interest  to  do  so.  Under  the 
new  ruling  there  was  no  economic  reason  to 
serve  the  patient;  a  doctor  made  relatively 
more  money  the  less  often  he  saw  his  pa- 
tients." 

The  Nazi  takeover  of  medicine's  infra- 
structure was  well  under  way  by  1933.  In 
that  year  Dr.  Wagner,  National  Fuhrer  of 
Medicine,  successfully  challenged  the  struc- 
ture of  the  medical  profession's  regulating 


syndicates.  The  Aet-ztevereinbund  had  con- 
trolled the  professional  policies  of  German 
medicine,  while  its  sister  organization,  the 
Hart^nannbtnid,  had  dictated  economic  poli- 
cies. They  were  historically  autonomous,  co- 
ordinated organizations  with  a  single  direc- 
tor. 

The  Aerztevereinbund  was  the  first  target 
of  the  Nazi  physicians.  They  seized  con- 
trol of  it  and  Wagner  assumed  its  director- 
ship. A  Dr.  Stauder,  previously  head  of 
both  organizations,  retained  control  of  the 
Hartmannbimd.  It  took  two  months  to  "con- 
vince" Stauder  that  the  duumvirate  was  not 
going  to  work.  His  resignation  left  Wagner 
and  the  Nazi  physicians  in  complete  control 
of  the  profession's  internal  regulatory  mech- 
anisms.'■* 

Sickness  insurance  may  have  been  Hitler's 
ace  in  the  takeover  of  German  medicine,  but 
it  was  far  from  being  the  only  high  card  in 
his  hand.  He  was  helped  by  the  active  back- 
ing of  Germany's  economically  disfranchised 
physicians.  He  was  indirectly  aided  by  the 
passive  attitude  of  world  opinion.  American 
medical  journals  carried  detailed  descrip- 
tions of  his  activities  in  the  field  of  medi- 
cine, but  it  was  not  until  late  in  the  war 
that  these  journals  saw  fit  to  editorially  con- 
demn him.  Germany  had  produced  physicians 
and  scientists  of  international  stature- — veri- 
table giants  in  their  fields.  Perhaps  the 
medical  establishments  of  the  democracies 
naively  expected  them  to  maintain  ethical 
standards  in  the  face  of  the  Nazi  juggernaut. 
Unfortunately,  the  "giants"  were  isolated 
and  dying.  A  brief  statement  from  the  JAMA 
supports  this  contention : 

The  dermatologist.  Professor  Joseph  Jadassohn, 
died  March  25  in  his  seventy-third  year  at  Zurich, 
where  he  had  been  living  in  retirement.  For  nearly 
four  decades  he  directed  the  work  of  the  German 
Dermatologic  Society  and  he  l^new  how  to  make 
the  international  conventions  of  skin  specialists 
interesting  gatherings.  He  acted  as  German  repre- 
sentative on  the  Committee  on  Hygiene  of  the 
League  of  Nations.  His  work  principally  concerned 
eczema,  skin  diseases  due  to  fungi,  dermal  tuber- 
culosis, lepro.sy  and  the  venereal  diseases.  Jadassohn 
was  also  known  for  the  publication  o."  the  "Manual 
of  Dermal  and  Venereal  Diseases." 

In  recent  years  he  had  written  a  textbook  of 
dermatology  which  to  date  has  not  appeared  in 
print,    since,    after   the   political   upheaval   in   Ger- 
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many,  Jadassohn  was  unable  to  find  a  publisher. 
Departing  from  professional  tradition,  the  German 
medical  publications  have  either  omitted  obituaries 
of  the  celebrated  research  scholar  and  clinician  or 
have  accorded  him  only  a  few  lines.!"' 

Perhaps  the  same  free-world  physicians 
who  kept  faith  in  the  "giants"  believed  that 
the  German  medical  schools  could  resist 
Hitler.  In  fact,  the  German  schools  never 
recovered  from  the  First  World  War.  In 
no  sense  were  they  turning'  out  replacements 
for  the  passing  leaders  of  German  medicine. 
The  postwar  investigating  commission  of  the 
American  Medical  Association  found  that 
even  those  physicians  who  took  postgrad- 
uate work  were  not  equal  to  the  average 
senior  medical  student  in  the  United 
States."'!^ 

In  July,  1933,  the  voluntary  work  service, 
allegedly  designed  to  provide  work  for  un- 
employed juveniles,  was  changed  into  a 
compulsory  work  service.  Medical  students. 
among  others,  were  sent  to  labor  camps  for 
one  year  before  they  could  enter  the  univer- 
sities. These  labor  camps  were  indoctrina- 
tion and  observation  centers. i* 

Scientific  Theory  and  Social  Control 
The  Germans,  from  the  time  of  Virchow 
on,  had  had  a  public  health  organization 
that  was  comprehensive  and  efficient  as  any 
in  the  world.  By  the  1920s  courses  in  public 
health  were  taught  at  all  German  medical 
schools.  The  preventable  nature  of  many 
chronic  diseases  of  social  importance  was 
recognized,  and  public  education  was  used 
prophylactically.  However,  many  physicians 
felt  that  restricting  public  health  to  medical 
matters  alone  forced  an  artificially  limited 
program.  They  wanted  direct  social  action. 
Specifically,  they  wanted  eugenic  action. 
The  public  health  theoreticians  of  modern 
Germany  had  a  pronounced  fixation  on  eu- 
genic control  of  disease  as  the  ultimate  goal 
of  public  health  programs.'"  They  also  had 
a  tendency  to  lump  "the  crippled,  the  crim- 
inal, and  the  insane"  together.  All  three 
were  "useless"  and  to  be  "eliminated"  for 
the  good  of  society.  Involuntary  sterilization 
of  patients  with  chronic  mental  illnesses 
was  seriously  considered  by  Bavarian  psy- 
chiatrists as  early  as  1931.-" 

Eugenics  and  social  control  of  the  indi- 


vidual were  the  melody  and  harmony  of 
German  public  health  theory.  Hitler  had 
only  to  add  a  strident  beat  and  the  goose 
step. 

Racial  Piirif<))i 

Hitler  began  his  public  health  distortions 
innocently  enough.  In  1933  Dr.  Conti — -later 
to  be  found  in  the  dock  at  Nuremburg — an- 
nounced that  big  families  were  in  vogue 
for  "racially  pure"  Germans.  He  also  an- 
nounced that  all  of  Germany's  public  health 
magazines  were  undergoing  changes  in  out- 
look and  editorial  staffs.  Henceforth  they 
would  emphasize  material  concerning  the 
theory  of  hereditary  transmission  and  the 
promotion  of  racial  welfare.  Das  Horror,  a 
publication  of  the  German  medical  societies 
commonly  found  in  doctor's  waiting  rooms, 
was  to  be  replaced  by  Neues  Volk,  an  organ 
of  the  Bureau  for  the  Promotion  of  Popula- 
tion and  Racial  Welfare. 

In  September,  1933,  the  National  Depart- 
ment of  Public  Health  was  officially  dis- 
solved. In  its  stead  an  "expert  council  on 
public  health"  was  created.  At  its  head  was 
the  National  Medical  Fuhrer,  Dr.  Wagner. 
The  council  handled  all  questions  having  to 
do  with  the  "preservation  of  the  health  of 
the  German  people,  particularly  questions 
pertaining  to  demographic  science,  heredi- 
tary biology,  race  hygiene,  and  popular  en- 
lightenment on  health  problems,  including 
questions  that  concerned  e.xponents  of  na- 
ture cures  and  various  therapeutic  cults."-^ 

In  1934  a  Professor  Zeiss,  "hygienist  of 
Berlin,"  delivered  a  speech  to  the  Berlin 
Medical  Society  on  the  "National  Tasks  of 
German  Hygiene."  In  it  he  pointed  out  the 
change  in  emphasis  of  public  hygiene  from 
social  welfare  and  aid  programs  to  "prin- 
ciples of  demographic  science."  He  stated 
that  the  old  concept  was  outmoded,  that 
50%  of  the  public  health  program  would 
have  to  be  done  away  with.  Medical  students 
would  have  to  become  familiar  with  long 
neglected  fields,  such  as  the  genetic  prob- 
lems of  Germans  living  in  scattered  groups 
in  foreign  countries,  ".  .  .  many  of  whom 
have  for  years  waged  a  bitter  fight  for  exis- 
tence." In  keeping  with  the  new  Nazi  medi- 
cine,  Zeiss   proferred   that   physicians   con- 
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sider  astrologic  occurrences  as  causes  of  epi- 
demics.-- 

Prevention  of  "Undesirable"  Off  spying 
Eugenic  control  of  disease 

On  January  1,  1934  a  law  for  the  preven- 
tion of  offspring  with  serious  hereditary 
defects  was  put  into  effect.  This  law  em- 
bodied the  fundamental  concept  of  eugenic 
control  of  disease  which  the  Nazi  party  ap- 
propriated from  earlier  public  health  theor- 
ies. 

In  the  explanations  that  accompanied  the 
law  was  found  the  following  passage : 

Whereas  the  families  with  sound  hereditary  at- 
tributes have  for  the  most  part  adopted  the  system 
of  one  or  no  children,  countless  individuals  of  in- 
ferior type  and  possessing  serious  hereditary  de- 
fects are  propagating  unchecked,  with  the  result 
that  their  diseased  progeny  becomes  a  burden  to 
society  and  is  threatening,  within  three  generations, 
to  overwhelm  completely  the  valuable  strata.  Since 
sterilization  is  the  only  sure  means  of  preventing 
the  further  hereditary  transmission  of  mental 
disease  and  serious  defects,  this  law  must  be  re- 
garded as  an  evidence  of  brotherly  love  and  of 
watchfulness  over  the  welfare  of  the  coming  gen- 
eration. 

The  law  cannot  be  so  far  reaching  as  to  include 
all  persons  with  defects;  particularly  not  all  the 
milder  cases  of  mental  disturbance,  nor  the  healthy 
bearers  of  hereditary  disorders.  It  aims  to  reach 
only  the  pathologic  groups  that,  on  the  basis  of  the 
recognized  rules  of  hereditary  transmission,  will, 
in  all  probability,  produce  progeny  characterized 
by   serious  hereditary   defects. -'^ 

Indications  and  procedures 

The  law  provided  that  a  person  who  had 
"transmissible  hereditary  defects"  be  steri- 
lized by  surgical  intervention.  Hereditary 
diseases  included:  congenital  weak-minded- 
ness, schizophrenia,  circular  (manic-de- 
pressive) insanity,  hereditary  epilepsy, 
hereditary  chorea  minor,  hereditary  blind- 
ness, hereditary  deafness,  or  severe  heredi- 
tary bodily  deformities.  Sterilization  could 
be  performed  on  persons  suffering  from 
severe  alcoholism.  Simple  castration  was  to 
be  performed  on  "habitual  sex  offenders." 
Through  this  enumeration  and  ".  .  .  the  re- 
striction to  disorders  that  can  be  regarded 
as  adequately  investigated;  the  objection  is 
met,  as  is  expressly  emphasized,  that  val- 
uable biologic  material  may  be  unwittingly 
destroyed." 


The  request  for  sterilization  could  be  made 
by  the  person  to  be  sterilized  or  by  his  legal 
representative.  The  layman  had  to  bring  a 
certificate  stating  that  he  had  been  enlight- 
ened by  a  physician  concerning  the  signifi- 
cance and  consequences  of  the  intervention. 
In  the  "interest  of  society,"  the  health  of- 
ficer or  the  director  of  so-called  closed  insti- 
tutions could  file  a  request  for  mental  pa- 
tients. 

To  decide  on  such  requests,  hereditary 
health  courts  were  created  which  consisted 
of  a  .judge  as  chairman,  a  health  officer, 
and  a  physician  who  had  an  "adequate 
knowledge  of  the  theory  and  teaching  of 
hereditary  health."  The  transactions  were 
not  public.  Physicians  were  under  obliga- 
tion to  supply  evidence  without  reference  to 
the  right  of  privileged  communication.  Ap- 
peal could  be  taken  from  a  decision.  The  in- 
tervention was  performed  by  physicians 
specially  chosen  for  the  purpose  by  the  gov- 
ernment. The  operation  was  done  in  a  hos- 
pital but  not  by  the  physician  who  filed  the 
request  or  who  participated  in  the  court 
examination.  If  the  sterilization  had  been 
definitely  decided  on,  the  measure  could,  if 
necessary,  be  compulsorily  enforced,  pro- 
vided the  request  for  sterilization  was  not 
made  exclusively  by  the  person  to  be  steri- 
lized. 

The  expense  of  the  court  procedure  was 
borne  by  the  central  government.  Since  in 
many  instances  the  KrcDikenkassen  and  the 
welfare  league  "saved  the  future,  con- 
siderable expense  by  a  proper  enforcement 
of  the  law,"  they  were  expected  to  bear  the 
burden  of  the  additional  expenditures  of  the 
medical  intervention.  In  most  cases  the  cen- 
tral government  bore  up  to  the  amount  of 
the  minimal  fees  of  the  medical  fee  schedule 
the  hospital  expenses  and  the  physician's 
fees.^^ 

Supplementing  the  ordinances  for  the  pre- 
vention of  offspring  with  hereditary  defects, 
a  law  of  October  18,  1935,  "pertaining  to  the 
protection  of  the  hereditary  health  of  the 
German  people"  provided  for  the  refusal  of 
marriage  licenses  to  applicants  who  did  not, 
from  the  standpoint  of  health,  measure  up 
to   normal  standards.   Such  refusal  was   in 
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order:  (1)  in  the  event  that  either  contract- 
ing party  had  an  infectious  disease  causing 
fear  that  the  other  party's  health  might  be 
damaged,  or  that  the  offspring  might  become 
infected:  (2)  if  one  of  the  applicants,  al- 
though of  age,  had  been  placed  under  a  legal 
guardian;  or  (3)  if  one  of  the  applicants 
was  suffering  from  a  mental  disorder  that 
made  the  proposed  marriage  appear  unde- 
sirable from  the  standpoint  of  public  wel- 
fare.-'^ 

Initially,  sterilization  was  effected  by  sur- 
gical intervention.  In  March,  1936  the  ef- 
ficacy of  irradiation  was  recognized  and 
x-ray  sterilization  became  a  permissible  al- 
ternative to  surgery. 

Judicial  Opposition 

Sterilization  procedures  were  not  auto- 
matically accepted  by  Germans  of  every  sta- 
tion. Few  of  those  undergoing  the  process 
considered  it  an  act  of  brotherly  love.  The 
judiciary  was  decidedly  unhappy  about  the 
whole  affair.  A  high  ranking  Stuttgai't 
judge  named  Goetz,  a  member  of  the  Super- 
ior Court  of  Hereditary  Health,  declared  in 
the  Deutsches  Aerzteblatt,  official  oi'gan  of 
the  German  medical  profession,  that  the  law 

.  .  .  places  on  the  doctors  a  load  of  unusual  re- 
sponsibility, in  that  apart  from  their  professional 
duties  they  are  called  on  to  execute  judicial  de- 
cisions by  the  performance  of  operations  that  serve 
no  therapeutic  purpose.  This  burden  seems  all  the 
more  onerous  when  the  gynecologist  performing  the 
intervention  has  not  participated  in  the  previous 
proceedings  and,  as  in  some  cases,  is  practically 
without  knowledge  of  the  basis  for  the  sterilization. 

Goetz  further  stated  that  physicians  so  in- 
volved, while  placing  "duty  first,"  experi- 
ence at  the  same  time  "a  genuine  inner  re- 
luctance if  not  disgust  ...  At  any  rate,  they 
do  not  feel  much  at  home  in  this  new  role 
of  performer  of  sterilization  operations."^" 
As  a  matter  of  procedure,  the  Judge's  court 
split  hairs  and  refused  to  order  anyone  steri- 
lized unless  he  or  she  was  "defective"  and 
demonstrated  an  intention  to  procreate; 
e.g.,  idiots  were  safe  so  long  as  they  didn't 
marry. 

The  good  judge  was  informed  of  his  er- 
roneous interpretation  of  the  situation  by  no 
less   a   personage   than   the   ubiquitous   Dr. 


Wagner.  The  "Stuttgart  movement"  was 
terminated  and  history  has  no  further  words 
on  the  subject  of  Judge  Goetz.-' 

Dr.  Wagner  used  his  denunciation  of  the 
heretic  Goetz  to  clarify  another  part  of  the 
law  that  had  raised  some  questions.  He  ad- 
vised any  fuzzy-minded  liberals  who  might 
be  left  among  the  judiciary  that  persons  of 
sound  health  were  not  to  marry  those  of 
"tainted  hereditary."  According  to  the  Nazi 
weltanschaung,  the  primary  purpose  of  mar- 
riage was  to  breed  healthy  offspring  for  the 
maintenance  of  the  nation.  This  obviously 
could  not  be  accomplished  if  one  of  the  mar- 
riage partners  was  defective.-"  While  this 
minor  struggle  for  the  rights  of  men  was 
proceeding,  the  German  medical  profession 
maintained  its  almost  perfect  record  of  con- 
spicuous silence. 

In  1937  Himmler  personally  addressed 
the  national  convention  of  the  public  health 
service  physicians.  On  that  occasion  he 
proudly  announced  that  the  supreme  func- 
tion of  the  public  health  service  was  the 
promulgation  of  policies  consistent  with  the 
eugenic  progress  of  the  nation.  Under  the 
sterilization  law  decisions  were  not  to  be 
made  according  to  a  "narrowly  medical" 
point  of  view  or  according  to  whether  the 
person  in  question  had  proved  his  worth  in 
life,  but  rather  they  were  to  be  based  on 
larger  considerations  of  public  good  and 
on  a  careful  appraisal  of  the  total  value  of 
both  the  individual  and  his  family.-'^ 

Racist  Appeal 

Another  line  of  support  for  Hitler's  activ- 
ties  may  have  come  from  the  singularly 
virulent,  intraprofessional  anti-Semitism 
that  had  long  characterized  German  medi- 
cine. Restrictive  quotas  kept  many  Jews 
from  attending  medical  schools.-"  Jewish 
members  of  the  medical  faculty  of  Berlin 
University  could  take  seats  only  behind 
their  "German"  associates  at  clinical  demon- 
strations. With  Nazi  encouragement,  hun- 
dreds of  German  physicians  banded  to- 
gether for  the  express  purpose  of  taking 
patients  away  from  Jewish  doctoi's.-^ 

On  April  1,  1936,  a  new  State  Physician's 
Ordinance  went  into  effect.  At  one  stroke 
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it  abolished  or  superseded  all  previous  legis- 
lation pertaining  to  physicians.  It  placed 
the  profession  under  Hinimler's  Department 
of  the  Interior  and  abolished  the  remnants 
of  the  medical  syndicates.  In  their  place  a 
government  advisory  council  was  formed. 
The  ordinance  governed  every  phase  of  pro- 
fessional activity ;  the  advisory  council  spoke 
for  physicians  on  all  matters. 

Licensing  was  done  by  the  Department  of 
the  Interior,  upon  the  recommendation  of  the 
council.  Licenses  could  be  refused  or  revoked 
when  the  applicant:  (1)  did  not  possess  civil 
rights,  (2)  was  lacking  in  moral  responsi- 
bility, (3)  was  declared  professionally  un- 
qualified, (4)  was  declared  physically  or 
mentally  undesii'able,  (5)  was  inadmissable 
because  of  his  race  or  the  race  of  his  wife. 
Jews  were  not  licensed  if  the  ratio  of 
Jewish/German  physicians  exceeded  the 
ratio  of  Jews/Germans  in  the  general  popu- 
lation. Jewish  ptiysicians  could  not  substi- 
tute for  German  physicians  and  could  not 
participate  in  medical  consultations.  A  per- 
son with  one  or  more  Jewish  grandparents 
was  considered  Jewish.  (Jews  had  been  bar- 
red from  insurance  practice  since  1934.) 
Duplication  of  professional  income  within 
a  family  was  also  grounds  for  non-licensure 
or  license  revocation. 

Maximum  fees  were  set  by  the  council. 
It  could  direct  a  physician  where  to  prac- 
tice, dictate  the  terms  of  insurance  contracts, 
and  make  binding  rules  concerning  the  eco- 
nomic wisdom  of  therapeutic  measures.  The 
council  could  undertake  warnings,  censure,  a 
fine  of  1000  Reichsmarks,  or  suspension  of 
a  physician  from  practice  unilaterally  and 
without  resort  to  the  courts.  It  proclaimed 
that  the  vocation  of  the  German  medical 
profession  was  to  effect,  in  the  interest  of 
the  welfare  of  the  Reich,  "the  preservation 
and  improvement  of  the  health,  good 
heredity,  and  racial  stock  of  the  German 
people." 

The  new  law  at  once  stiffened  the  penal- 
ties for  breach  of  professional  secrecy  and 
formulated  rules  to  govern  cases  in  which 
a  violation  of  confidence  would  be  required. 
The  physician  was  not  liable  to  penalty  if 
he  revealed  a  secret  in  the  course  of  ful- 


filling a  lawful  duty;  he  was  safe  from 
prosecution  if  his  disclosures  served  a  legi- 
timate, public-spirited  purpose.  The  Nazis 
placed  state  policy  ahead  of  professional  dis- 
cretion and  destroyed  the  touchstone  of  pa- 
tient confidence  without  which  a  physician 
cannot  function. "■-■'■■'" 

The  Neiv  Medicine  and  the  Big  Lie 
To  quote  again  the  much-quoted  Dr.  Wag- 
ner. "National  Socialism  will  not  halt  be- 
fore the  fools  of  the  German  technical  schools 
and  the  fools  of  science.  If  today  we  are 
going  to  create  a  new  science  of  healing  it 
can  never  be  based  on  the  overestimated  dis- 
coveries of  the  old  science ;  it  must  be  based 
only  on  our  National  Socialist  world  philos- 
ophy."3i 

Julius  Streicher,  notorious  anti-Semite, 
outstanding  Nazi  radical,  and  Brownshirt 
boss  of  Bavaria,  was  given  the  job  of  selling 
the  German  people  a  new  medicine.  His 
magazine,  The  People's  Health,  featured 
such  articles  as  "Sleep  With  Your  Head  to 
the  North,"  "Nordic  Feeding,"  "The  Best 
Bed  for  Rheumatism — A  Sack  of  Dried 
Ferns,"  and  "Medical  Mistreatment  of  Ani- 
mals, a  Jewish  World  Philosphy."  (As  early 
as  1930,  Prussia — at  the  instigation  of 
Goering — and  Bavaria  had  absolutely  ban- 
ned the  experimental  use  of  animals.'^-)  Its 
therapeutic  standards  included  "purifying 
the  blood"  by  "home  healing,"  "the  herbs 
of  old  Teutonic  lore,"  and  "the  cold  water 
treatment  from  the  hose." 

The  nature  medicine  presented  in 
Streicher's  publication  was  an  incredible 
hash  of  health  rules,  homeopathy,  and 
mesmerism ;  of  herb  cures,  mud  baths,  Nor- 
dicism,  and  sunbathing.  Acupuncture  and 
artificially  induced  suppuration  were  pro- 
moted. Even  worse  was  the  new  journal's 
pernicious  presentation  to  two  million  read- 
ers of  a  phantasmagoric  Jewish-medical-sex 
plot  for  subversion  of  the  world.  Here  is 
the  genesis  of  that  "plot"  as  reported  in  an 
article  in  the  New  Republic.  Dec.  4,  1935.''' 

About  a  century  ago  certam  Jews,  aided  by  the 
Freemasons  and  the  Jewish  bond-slave  capitalists 
and  their  press,  decided  to  conquer  the  world.  Their 
insidious  plan  was  to  buy  their  way  into  medicine 
and  co'Tupt  it.  They  succeeded  in  doing  this.  The 
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People's  Health  named  as  the  "tools"  of  this  in- 
trigue the  foremost  scientists  of  German  medicine. 
First  of  these.  Rudolf  Virchow .  was  denounced  as 
an  "opponent  of  Bismarck  and  fralernizer  with 
Jews — uho.  in  fact,  looked  like  a  Jew  himself." 
Paul  Ehrlich  was  rewarded  with  the  epithet,  "des- 
troyer of  billions  worth  of  German  property  and 
condemner  of  millions  of  Germans  to  death."  Was- 
sermann  was  declared  "to  have  accomplished  noth- 
ing but   endless  failures." 

The  climax  to  attacks  on  'the  Jewish  spirit  in 
Medicine"  was  an  extraordinary  polemic  against 
Robert  Koch.  In  a  crude  paraphrase  of  the  Faust 
theme,  Koch  was  charged  with  having  turned  Jew- 
ish hireling,  married  a  woman  who  was  a  Jew  and 
bought  fame  at  the  price  of  his  Nordic  soul  by  a 
tuberculosis  discovery  that  was  a  myth  and  a  fraud. 
For  tuberculosis,  affirmed  the  pseudo-scientific 
writer,  is  really  a  "corruption  of  the  blood  caused 
by  improper  living  and  false  thinking." 

"Robert  Koch  had  no  soul."  said  the  article.  "He 
locked  himself  in  his  laboratory  and  daily  tortured 
baskets  full  of  animals  to  death  to  find  his  so- 
called  healing  method.  In  place  of  the  soul  the 
black  devil  of  the  Jewish  spirit  entered  into  him. 
Contact  with  the  poisons  of  his  own  tuberculosis 
serums  so  befouled  his  own  blood  that  it  drove  him 
on  to  rob  millions  of  his  own  race  of  their  strength, 
health  and  beauty.  This  is  the  true  story  of  Robert 
Koch  and  how  he  became  an  epidemic  spreader." 

But  what  is  the  means  the  Jew  uses  to  poison  the 
otherwise  superior  Nordics?  Serums,  says  the  na- 
ture-cure periodical  in  answer.  Accordingly  The 
People's  Health  printed  a  bi-weekly  column  waging 
fanatical  war  against  vaccination.  The  caption 
that  headed  this  feature.  "Alien  Albumin  is  Poison," 
was  coined  by  a  high  official  of  Hitler  Germany, 
the  Nazi  Culture  Minister  for  Bavaria.  Hans 
Schemm.  Vaccination,  contended  Schemm,  is  merely 
a  subtle  scheme  for  injecting  harmful  animal  prod- 
ucts into  the  blood  of  men.  "One  drop  of  animal 
blood  suffices  to  poison  an  Aryan,  exposing  him 
helplessly  to  diseases,  epidemics  and  even  death," 
categorically  stated  the  Culture  Minister.  He  added 
"Animal  Albumin  can  also  radically  affect  the  bodily 
structure,  changing  the  shape  of  the  skull,  making 
the  skeleton  narrower  and  smaller  and  not  infre- 
quently causing  flat  feet."  Readers  of  the  magazine 
were  reliably  informed  that  Jenner's  vaccine  had 
nothing  to  do  with  wiping  out  smallpox  in  Ger- 
many. Though  cases  dropped  plummet-like  from 
180,000  to  a  few  hundred  when  the  English  vaccine 
was  imported  in  1874.  the  real  cause,  "it  has  been 
discovered,  is  that  in  this  year  the  first  chair  of 
Hygiene  was  established  in  the  University  of  Mu- 
nich." 

Extremist  leaders  of  the  Third  Reich  made  their 
most  direct  appeal,  however,  to  rabid  anti-Semitic 
emotions  in  their  propagandizing  of  a  "Jewish  sex- 
ual plot."  The  following  paragraphs  were  taken 
from  the  leading  editorial  in  the  first  issue  of  The 


People's  Health.   They  show  how    the   "sexual-plot" 
and  the  "medical-plot"  were  linked  together. 

"Alien  albumin  is  not  only  harmful  animal  serum 
injected  into  the  blood  in  the  name  of  therapy,  but 
also  is  the  semen  of  man  of  any  alien  race.  Such 
male  semen  is  absorbed  immediately  and  completely 
into  the  blood  of  the  female  in  intercourse.  There- 
fore, a  single  contact  between  a  Jew  and  a  woman 
of  another  race  is  sufficient  to  corrupt  her  blood 
forever.  With  this  alien  albumin  she  also  acquires 
his  alien  soul.  She  can  never  again,  even  if  she 
marries  an  Aryan  man,  bear  pure  Aryan  children- 
only  bastards  in  whose  breasts  two  souls  dwell 
and  in  whose  very  bodies  degeneration  is  clearly 
visible." 

"Now  we  understand  why  the  Jew  concentrates 
with  all  arts  of  seduction  upon  violating  German 
girls  as  early  in  life  as  possible;  why  the  Jewish 
physician  ravishes  his  women  patients  while  under 
anesthetics:  why  Jewish  wives  even  permit  their 
husbands  to  have  union  with  non-Jewish  women. 
German  women  and  girls,  don't  let  Jewish  physi- 
cians hypnotize  you  and  drug  you — for  never  again 
can  you  bear  German  children!"3i 

To  further  develop  his  invented  "Jewish 
Plot"  Hitler  issued  menacing  figures,  such 
as  appear  in  the  accompanying  chart,''''  to 
implant  firmly  in  the  mind  of  the  German 
people  the  picture  of  an  impending  Jewish 
takeover.  These  figures  are  not  distortions ; 
they  are  total  fabrications. 

The  Co-ordination  of  Spirit'-' 

Year    Industry,  Trade  Percentage 

or  Profession  of  Jews 

1930  Flour  trade  14.2 
Trade  in  hops  9.4 
Trade  in  hay  and  straw  9.8 
Vetch  wholesale  trade  33.9 
Wholesale  trade  in  women's  clothes  68.8 

1931  Medical  faculty.  University  of  Breslau  45.0 
1933    I  the  same  situation) 

Faculties  of  Jurisprudence  in 

"Other  Universities"  47.0 
1928    Practicing   Lawyers 

Vienna  80.9 

Frankfort  on  Main  64.8 

Beuthen  69.8 

Karlsruhe  49.0 

Dusseldorf  33.0 

Dortmund  39.0 

Physicians 

Vienna  80.0 

Berlin  53.0 

Mainz  30.0 

Cologne  27.0 

Hospitals  Moabit  in  Berlin 

Head  Surgeons  3  out  of  6 
Assistant  Surgeons                              10  out  of  16 

Helping  Surgeons  6  out  of  12 
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1928 


Friedrichshain 
Assistant  Surgeons 
Helping  Surgeons 

Neuliolln 
Head  Surgeons 
Assistant  Surgeons 

Bank  director  posts 


1931    Tlieatrical  producers 

Berlin  theaters  in  Jewisti  hands 


12  out  of  20 
8  out  of  12 

2  out  of  4 

10  out  of  14 

15  Jews  had 

18  Posts 

118  out  of  234 

80''; 


"Mercy  Killings"  of  the  "Uti desirable" 

It  was  no  accident  that  open  resistance  to 
Nazi  dogma  occurred  principally  where  the 
commands  of  the  State  opposed  a  higher  al- 
legiance. The  only  effective  resistance 
against  the  Nazis  arose  in  the  Protestant 
church.  A  notable  and  pertinent  example  of 
this  protest  is  provided  by  the  Provost  Ber- 
nai'd  Lichtenberg  of  the  Berlin  Cathedral. 
He  earned  himself  a  two-year  sentence  to 
Buchenwald  by  including  prayers  for  Jews 
and  concentration  camp  inmates  in  his  even- 
ing services.  Lichtenberg  also  protested 
against  the  killing  of  the  insane  that  Hitler 
ordered  shortly  after  the  outbreak  of  war. 
Patients  destined  for  "mercy  killings"  were 
transferred  to  certain  selected  institutions 
on  some  pretext  and  were  gassed.  Their  rela- 
tives received  false  death  certificates.^^ 

The  first  direct  order  for  these  murders 
was  issued  on  September  1,  1939.  All  state 
institutions  were  required  to  report  on  pa- 
tients who  had  been  ill  five  years  or  longer 
and  were  unable  to  work.  The  questionnaire 
on  which  a  human  being's  survival  depended 
consisted  of  his  name,  race,  marital  status, 
nationality,  next  of  kin,  visitors,  and  finan- 
cial backer.  The  final  judgments  were  made 
by  professors  of  psychiatry  at  distant  uni- 
versities. They  never  even  saw  the  patients 
they  condemned.  One  "expert"  "evaluated" 
over  2,000  euthanasia  questionnaires  in  a 
two-week  period.  More  than  200,000  people 
were  killed  under  this  order,  and  the  medical 
profession  was  aware  of  it.  According  to 
Alexander:-'' 

Tliey  [patients]  were  selected  from  the  various 
wards  of  the  institutions  according  to  an  exces- 
sively simple  and  quick  method.  Most  institutions 
did  not  have  enough  physicians,  and  what  physi- 
cians there  were,  were  either  too  busy  or  did  not 
care  'emphasis  mine>,  and  they  delegated  the  selec- 
tion to  the  nurses  and  attendants.  Whoever  looked 


sick  or  was  otherwise  a  problem  was  put  on  a 
list  and  transported  to  the  killing  center  .  .  .  and 
the  doctors  had  so  many  patients  that  they  did 
not  even  know  them,  and  put  their  names  on  the 
lists."-" 

It  is  contended  by  legitimate  authorities 
that  the  methods  used  and  the  personnel 
trained  in  the  killing  centers  for  the  chroni- 
cally ill  formed  the  nucleus  for  much  larger 
centers  in  the  East.  The  plan  there  was  to 
kill  all  the  Jews  and  Poles  and  decrease  the 
Russian  population  by  thirty  million.-" 

In  spite  of  all  eff'orts  to  keep  them  secret, 
these  planned  murders  became  known.  Pas- 
tor von  Bodelschwingh,  director  of  the  Beth- 
El  institutions,  refused  to  release  a  single 
patient.  Bishop  von  Galen  joined  Lichten- 
berger  in  demanding  the  prosecution  of  the 
murderers.  Such  protests,  and  the  ensuing 
indignation  of  the  public,  forced  Hitler  to  a 
temporary  halt.^^ 

Professio)ial  Subservience  to  Nazi  Ideology 

Physicians  did  not  protest.  The  years  pre- 
ceding the  New  Order  had  dehumanized  doc- 
tors to  the  extent  that  medical  murders  no 
longer  shocked  them.  As  early  as  1936, 
doctors  participated  in  the  official  policy  of 
killing  incurable  or  undesirable  patients.-" 
In  1943  a  distinguished  German  neurologist, 
George  Schaltenbrand,  reported  the  success- 
ful transmission  of  monkey  encephalitis  to 
a  number  of  mental  patients.  No  attempt  had 
been  made  to  obtain  the  consent  of  the  pa- 
tients. Schaltenbrand  was  so  unaware  that 
his  work  was  morally  unacceptable  that  he 
sent  copies  of  it  to  American  colleagues,  via 
Switzerland.  By  1941  experiments  performed 
on  concentration  camp  inmates  were  openly 
reported  at  medical  meetings.^ 

As  a  profession  and  as  individuals  the 
German  doctors  tolerated  the  politically  in- 
spired taking  of  human  life.  But  for  one 
isolated  soul  they  passively  accepted  the 
criminal  dictates  of  a  lunatic  government. 
In  1940  Ludwig  Aschoff  published  a  biog- 
raphy of  Rudolf  Virchow  which  systema- 
tically opposed  the  rampant  Nazi  ideology. 
Aschoff  mobilized  Virchow's  criticisms  of 
natural  healers  and  homeopaths  against  the 
Nazi  protection  of  charlatans  and  quacks. 
He  used  Virchow's  studies  to  praise  the  in- 
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ternationalism  of  Jews,  remind  the  Nazis 
that  "Aryans"  had  mongoloid  characteris- 
tics, and  point  out  that  large  sections  of  the 
Third  Reich  were  ethnically  Polish.  He  re- 
minded the  physicians  of  Germany  that  in- 
ternationalism, humanitarianism.  and  free- 
dom are  the  true  guiding  lights  of  science 
and  medicine.  He  recalled  Virchow's  credo 
that,  "The  physicians  ai'e  the  natural  at- 
torneys of  the  poor,  and  social  problems  fall 
to  a  large  extent  within  their  jurisdiction. "■'■'' 
Aschoff's  book  represented  nothing  less 
than  a  noble  act  of  treason.  That  it  did  not 
rock  the  foundations  of  Nazi  Germany  and 
shake  the  conscience  of  the  world  is  an  un- 
fortunate fact  of  history. 

During  the  Nuremburg  "Doctors  Trial" 
the  chief  defendant,  Karl  Brandt,  constantly 
spoke  of  a  "pre-eminent  government  inter- 
est" to  which  the  physician  had  to  submit. 
In  his  mind  the  bonds  that  tie  a  physician 
to  society — to  his  patients — were  confound- 
ed with  absolute  obedience  to  State  author- 
ity.-* Dr.  Andrew  Ivy,  A.M. A.  representative 
at  the  Nuremburg  Trials,  commented : 

The  ethics  of  medicine  were  violated  by  the  Nazi 
physicians  '  and,  through  silence  which  amounted 
to  complicity,  by  a  large  part  of  the  GeiTnan  medi- 
cal profession  i  ...  No  it  appears  to  me  that  this 
"Witches  Sabbath"  of  medical  crimes  was  only  the 
logical  end  result  of  the  mythology  of  racial  in- 
equality and  of  the  gradual,  but  finally  complete 
encroachment  on  the  ethics  and  freedom  of  medicine 
by  the  Nazis  when  they  were  in  the  process  of  gain- 
ing control  of  the  German  government,  .'^nd  this 
process  .  ,  .  went  unopposed  by  the  German  medical 
profession. 

As  a  result  the  world  witnessed  the  catastrophe  of 
a  national  medical  group  which  let  itself  be  ruled 
by  a  false  political  ideology  and  found  a  notable 
number  of  its  members  committing  murder  under 
the  defense  of  political  expediency  and  superior 
orders. 

Had  the  profession  taken  a  strong  stand  against 
the  mass  killing  of  sick  Germans  before  the  war, 
it  is  conceivable  that  the  entire  idea  and  technique 
of  death  factories  for  genocide  would  not  have  ma- 
terialized. From  all  the  evidence  available,  it  is 
necessary  to  conclude  that  far  from  opposing  the 
Nazi  State  militantly.  part  of  the  German  medical 
profession  cooperated  consciously  and  even  willingly, 
while  the  remainder  acquiesced  in  silence. ■'' 

Discussion 
Individual  responsibility  and 
corporate  guilt 
Some  of  the  major  Nazi  doctor-criminals 


died  or  committed  suicide,  some  evaded  cap- 
ture. None  who  were  hanged  at  Nuremburg 
admitted  any  guilt. 

Throughout  this  paper  my  concern  has 
been  the  overtly  or  covertly  unethical  be- 
havior of  the  "average"  German  physician. 
There  are  lessons  to  be  learned  in  the  study 
of  his  interactions  with  society.  The  privi- 
leges and  responsibilities  of  a  free  profes- 
sion are  maintained  or  forfeited  by  the  collec- 
tive activities  and  attitudes  of  many  in- 
dividually insignificant  practitioners. 

I  did  not  present  the  case  of  George 
Schaltenbrand  to  castigate  him  as  a  criminal, 
but  to  demonstrate  how,  ".  .  .  time,  spirit, 
and  place  influence  the  conduct  of  people 
whom  we  all  regard  as  highly  ethical  in  all 
respects  except  the  one  concerning  which 
the  ethics  of  the  environment  are  faulty."- 
The  same  could  be  said  for  the  behavior  of 
Dr.  Ferdinand  Sauerbruch  ...  an  eminent 
surgeon  who  eventually  joined  the  anti- 
Nazi  resistance.  He  is  known  to  have  sat 
through  a  lecture  at  the  Berlin  Military 
Academy  in  May,  1943,  given  by  two  of  the 
most  notorious  doctor-killers,  Karl  Gebhardt 
and  Fritz  Fisher.  The  subject  was  gas  gan- 
grene experiments  on  prisoners.  Sauer- 
bruch's  only  remark  on  this  occasion  was 
that  surgery  was  superior  to  sulfanilamide 
in  the  treatment  of  such  cases. ^ 

What  can  we  learn  from  Germany's  sad 
experience?  Can  we  correlate  the  moral 
laxity  of  Schaltenbrand  and  Sauerbruch 
with  the  later  activities  of  Andrew  Ivy? 
Do  our  medical  schools,  hospitals,  and  medi- 
cal societies  openly  or  subtly  discriminate 
against  religious  or  racial  minority  groups? 

The  major  German  "experimenters"  ivere, 
at  least  nominally,  enlisted  personnel.  They 
trere,  in  a  narrow  and  legalistic  sense,  con- 
ducting   their     inhumane     activities     under 
superior  orders.  The  following  passage  from 
the  Nurenburg  transcript  is  enlightening: 
Mr,  McHaney:   Do  you  think  the  freezing  experi- 
ments were  dangerous? 
Defendant   Karl   Brandt:    Yes,    since   instances   of 

death    occurred    in    them,    they    were    undoubtedly 

dangerous  experiments. 
Judge    Sebring:    Mr.    McHaney:    I    would    like    to 

address  a  question  to  the  witness. 
Question:  Witness,  for  the  sake  of  clarification  let 

us  assume  that  it  would  have  been  highly  important 
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to  the  German  armed  forces  to  ascertain,  as  a 
matter  of  fact,  how  long  a  human  being  could 
withstand  exposure  to  cold  before  succumbing  to 
the  effects  of  it.  Do  you  understand  that?  Let's  as- 
sume, secondly,  that  human  subjects  were  selected 
for  such  freezing  experiments  without  their  con- 
sent. Let's  assume,  thirdly,  that  such  involuntary 
human  subjects  were  subjected  to  the  experiments 
and  died  as  a  direct  or  indirect  result  thereof.  Now, 
would  you  be  good  enough  to  inform  the  Tribunal 
what  your  view  of  such  an  experiment  is — either 
from  the  legal  or  the  ethical  point  of  view?  (em- 
phasis mine) 

Defendant  Karl  Brandt:  May  I  first  of  all  repeat, 
so  that  I  am  sure  I  have  understood  correctly.  In 
the  conduct  of  the  experiments  it  is  assumed  that 
they  are  of  the  highest  military  importance,  that 
the  test  persons  have  not  given  their  consent,  and 
that  the  experiments  are  dangerous,  with  death  as 
a  possible  consequence.  In  such  a  case  I  am  of  the 
opinion,  considering  the  war  situation,  that  the 
individual  or  government  institution  determining 
their  importance  must  also  undertake  to  relieve  the 
physician  of  responsibility  in  the  event  of  a  fatal 
outcome    of   the    experiment,    i  emphasis   mine) 

Judge  Sebring:  Now,  does  it  take  away  that  re- 
sponsibility from  the  physician,  in  .vour  view,  or 
does  it  share  that  resopnsibility  jointly  with  the  phy- 
sician, in  your  view?   i emphasis  mine' 

Defendant  Karl  Brandt:  In  my  opinion  it  removes 
it  from  the  physician,  for  from  this  moment  on  the 
physician  is  only  an  instrument,  in  about  the  same 
way  as  is  an  officer  in  the  field  who  is  ordered  to 
take  a  group  of  three  or  five  soldiers  without  fail 
to  a  position  where  they  will  perish,  fall.  When  I 
apply  the  relationship  of  our  German  conditions 
during  the  war,  it  is  basically  the  same.  I  do  not 
believe  that  the  physician  on  his  own  would  or 
could  conduct  such  an  experiment  by  his  medical 
ethics  or  his  moral  sense,  unless  he  had  this  im- 
munity from  the  authoritarian  state,  which  would 
give  him,  on  the  one  hand,  security  under  formal 
law,  and  on  the  other  hand,  a  direct  order  to  carry 
out.'*  (emphasis  minei 

The  court  did  not  consider  Dr.  Brandt's 
arguments  valid.  He  was  hanged  at  Nureni- 
burg. 

Medical  ethics  in  a  free  society 

Do  we  accept  the  Nuremburg  judgments 
as  the  law  of  our  land  or  do  they  apply  only 
to  a  defeated  enemy?  What  code  of  ethics 
do  our  military  doctors  serve? 

In  our  society  the  physician  has  long  oc- 
cupied a  frankly  privileged  position.  That 
position  confers  certain  obligations  and  re- 
sponsibilities, not  the  least  of  which  involves 
the  delivery  of  modern  medical  care  to  the 
largest  possible  segment  of  a   diverse   and 


expanding  population.  This  is  a  social  prob- 
lem that  should  fall  within  our  jurisdiction. 
U.  S.  medicine's  recoi'd  on  this  subject  has 
not  been  encouraging.  We  have  been,  and 
continue  to  be,  negativistic  and  obstruction- 
ist at  the  highest  level.  Perhaps  we  have 
taken  too  narrow  a  view  of  medicine  and 
are  too  preoccupied  with  technical  interests. 
We  have  conceded  part  of  our  social  obliga- 
tion to  insurance  companies  and  government 
otficials. 

A  recent  editorial  in  Life  magazine  com- 
menting on  the  A.M.A.'s  belated  admission 
that  a  shortage  of  doctors  exists  concluded 
that,  "Now  it  (the  A.M. A.)  has  resolved  any 
lingering  doubt  that  a  shortage  of  doctors 
exists.  By  1980  the  public  will  begin  to  ap- 
preciate the  results  of  a  1967  A.M. A.  de- 
cision that  should  have  been  made  in  1947."^" 
Not  as  much  can  be  said  for  our  approach 
to  medical  insurance. 

Conclnsio7is 

The  data  in  this  paper  are  largely  drawn 
from  public  sources.  They  can  and  have  been 
used  to  support  diametrically  opposed  con- 
clusions. One  can  find  that  socialized  medi- 
cine was  at  the  root  of  all  Nazi  atrocities;" 
another  can  see  absolutely  no  validity  in  such 
a  concept.-''  I  am  not  prepared  to  accept 
either  extreme.  It  seems  obvious  that  60 
years  of  State  control  helped  induce  medi- 
cine's primary  collaboration  with  the  philos- 
ophy guiding  Hitler's  criminal  activity. 
However,  it  is  a  serious  mistake  to  correlate 
the  magnitude  of  Hitler's  crimes  with  the 
activities  of  the  medical  profession  and  then 
place  the  entire  blame  on  an  insurance 
scheme. 

References 

1.  Shlrer,  W.  L.:  The  Rise  and  FaU  of  the  Third  Reich: 
A  History  of  Nazi  German.v,  .Mew  Yoik.  Fawsett  World 
Library,    1960.    p    1274. 

2.  Alexander,  L.:  Personal  correspondence. 

3.  Miticherlich,  A.,  and  Mielke.  F.:  Doctors  of  Infamy: 
The  Story  of  the  Nazi  Medical  Crimes,  New  York, 
Henry   Schuman,    1949. 

4.  Halperin.  F.:  Germany  Tried  Democracy:  A  Political 
Histoiy  of  the  Reich  from  1918-1933,  New  York.  Tlie 
W.   \V.   Horton   C,   1946,   pp  39-87. 

5.  Rosen,  G.,  A  History  of  PubUc  Health.  New  York, 
M.D.    Publications,    1958,    pp    446-447. 

6.  Lynch.  M.  J.,  and  Raphael,  S.  S.;  Medicine  and  the 
State  Springfield,  III.,  Charles  C  Thomas,  1963.  pp 
36-65. 


May,  1968 


NAZI  MEDICAL  CRIMES— MENKIN 


201 


7.  Roemer,  M.  I.  (Ed.):  Henry  E.  SigerlM  on  the  Sociology 
of  Medicine,  New  Yoi'k,  M.D.  Publications,  1980,  pp 
92-160. 

8.  Shryock,  R.  H.:  The  Development  of  Modern  Medicine; 
An  Interpretation  of  the  Social  and  Scientific  Fac- 
tors Involved,  New  York,  Alfred  Knopf,  1947,  pp  236, 
385. 

9.  Snyder.  L.  L.:  Basic  History  of  Modern  Germany, 
Princeton,  N.   J.,   D.   VanNostrand.   1957,   pp   17-18. 

10.  Flenley,  R,:  Modern  German  History,  London,  J.  M. 
Dent  and  Sons,  Ltd.,   1959,  pp  364-368. 

11.  Foreign    Letters.    JAMA,    106:551-553    iFeb    15),    1936. 

12.  Ibid.    106:2250-51     (June    27).    1936. 

13.  Ibid.,    109:2001-02    (Nov    11).    1937. 

14.  Ibid.,   101:294-95,  459    (July  22),   1933. 

15.  Ibid..   105:2172,  June  20,   1936. 

16.  Davidson,  W.   C.  JAMA.  130:921-924.  April  fi,   1946. 

17.  Ibid.,    129:1225    (Dec   221.    1945. 

18.  Foreign   Letter^.   JAMA.   101:615    (Aug    19 1,    1933. 

19.  Rosen,  G.:  What  is  Social  Medicine'?  Bull  History  Med 
121:715-719. 

20.  Alexander.  L.:   New   Eng  J   Med  241:34-47,  1949. 

21.  Foreign   Letters,   JAMA,    101:1574    (Nov   11).   1933. 


22.  Ibid.,    102:1170    (..\pril    7i.    1934. 

23.  Ibid.,    101:865-866,    Sept.    9,    1933. 

24.  Ibid.,   106:136   (Jan   1),   1936. 

25.  Ibid.,    106:1582-83    (May    2i,    1936. 

26.  107:1212,   Oct.   9,   1937. 

27.  Bilroth,  T.:  The  Medical  Sciences  in  the  German  Uni- 
versities, New  York,  The  MacMillan  Co.,  1924,  pp 
106-109. 

28.  Mowrer,  E.  A.:  Germany  Puts  the  Clock  Back.  New- 
York:    William  Morrow    &   Co..   1933.  p  232. 

29.  Foreign  Letters.  JAMA.   106:1509   (June  25),   1936. 

30.  Ibid.,   106:867-868    (March   20).   1936. 

31.  The  Nazi  War  on  Medicine:  The  New  Republic,  Dec.  4, 
1935,    pp    101-104. 

32.  Foreign    Letters.   JAMA    101:1087.    (Sept   30),    1933. 

33.  Brady,  R.:  The  Spirit  and  Structure  of  German  Fas- 
cism, New  York,  Viking  Press.    1937,  p.  56. 

34.  Vogt,  H.:  The  Burden  of  Guilt:  A  Short  History  of 
Germany,  1914-1845,  New  York,  Oxford  Uni\'ersity 
Press,    1964,    pp   236-240. 

35.  Aschoff,  L.:  Rudolf  Virchow :  Wissenschaft  und  Welt- 
getung.  Hamburg,  Hoffman  und  Campe,   1940,  95   pp. 

36.  Editorial,    Life   Magazine.    63:4    (July    14)    1967. 

37.  Rosen,    G.:    Personal    correspondence. 


Public    Welfare    in    North    Carolina  —  Myth    and    Fact 

Clifton  M.  Craig* 


Some  attitudes  toward  public  welfare, 
and  a  widespread  lack  of  real  understanding 
of  how  it  functions  on  a  day-to-day  basis, 
provide  a  realm  of  controversy  probably  un- 
equaled  in  any  other  public  venture  at  the 
present  time. 

I  am  aware  that  many  members  of  our  af- 
fluent society  are  not  in  favor  of  welfare 
programs,  primarily  because  they  know  so 
little  about  them.  This  lack  of  knowledge 
quite  frequently  accounts  for  the  myths 
that  continually  circulate  about  the  subject — 
such  as  the  woman  who  drives  to  a  liquor 
store  in  a  new  car  and  makes  a  purchase 
with  her  welfare  check.  There  are  many 
such  stories ;  we  hear  them  all  the  time.  How 
many  are  myths  and  how  many  are  true? 

We  do  not  deny  that  there  are  some  bad 
apples  in  the  barrel,  but  these  are  only  a 
small  minority.  We  are  generally  well 
pleased  with  what  is  being  done  in  welfare, 
and  we  think  we  have  a  well-rounded  pro- 
gram geared  to  the  needs  in  North  Carolina. 

Poverty  is  present  among  us,  and  many 
of  us  do  not  realize  the  kinds  and  degrees 
of  poverty  that  do  exist  in  our  country.  In 
the  United  States,  one  out  of  every  five 
Americans  lives  in  poverty. 


*Commissioner,     North     Carolina     State     Department     of 
Public   Welfare,  P.   O.   Box  2599,   Raleigh,   N.   C.   27602. 


In  North  Carolina,  the  poverty  picture  is 
even  more  acute,  for  almost  one  fourth  of 
the  families  in  our  state  have  an  income  of 
less  than  $2,000  a  year.  A  moment's  reflec- 
tion should  convince  you  that  this  is  an  ap- 
palling fact  which  many  fail  to  recognize. 
We  are  proud  of  our  state  and  of  the  prog- 
ress we  have  made,  but  we  cannot  close 
our  eyes  to  the  fact  that  there  is  much  pov- 
erty in  our  midst.  Moreover,  if  we  consider 
the  poverty  level  to  be  an  annual  income 
of  $4,000,  we  find  that  50.6  ^'r  of  the  fami- 
lies of  North  Carolina  subsist  on  less  than 
that  amount.  This  is  why  we  have  public 
welfare  in  our  state — for  the  thousands  of 
deprived  people  who  live  here. 

What  do  we  do  in  public  welfare?  We 
give  financial  assistance  to  people  in  need, 
medical  services  to  people  who  are  unable 
to  pay  for  them,  and  social  services  to  those 
who  need  guidance  in  times  of  crisis. 

In  terms  of  financial  assistance,  we  ac- 
tually aid  verj'  few  of  the  poor.  Of  the  35 
million  poor  people  in  the  nation,  only  about 
7.5  million  are  aided  by  public  welfare.  In 
North  Carolina  we  extend  aid  to  only  about 
25%  of  those  who  actually  need  it.  Those  we 
do  help  are  generally  characterized  as  (1) 
too  young  to  work,  (2)  too  old  to  work,  and 
(3)   too  sick  to  work.  In  essence,  the  finan- 
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Fig.  1.  Number  of  persons  enrolled  in  Old  Age  Assistance  Program  1%0-1967.  yearly  average. 
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Fig.  2.  Aid  to  the  Permanently  and  Totally  Disabled.  Number  of  recipients  1960-1967,  yearly 

average. 


I 


May,  1968 


STATE  WELFARE  PROGRAM— CRAIG 


203 


cial  assistance  program  provides  a  monthly 
payment  to  such  people  to  enable  them  to 
meet  the  bare  minimal  requirements  for  ex- 
istence. While  we  help  people  in  many  other 
ways,  the  public  generally  regards  welfare 
as  being  synonymous  with  a  monthly  check. 

Public  Assistance 

Monthlj'  checks  are  issued  to  three  types 
of  people:  the  deprived  elderly,  under  the 
program  we  call  Old  Age  Assistance  (OAA)  ; 
the  disabled — Aid  to  the  Permanently  and 
Totally  Disabled ;  and  deprived  children — 
Aid  to  Families  of  Dependent  Children. 
Old  Age  Assistance 

^Vhat  are  the  eligibility  requirements  in 
North  Carolina  for  Old  Age  Assistance.  In 
the  first  place,  the  applicant  has  to  be  more 
than  65  years  of  age  to  be  eligible  for  any 
consideration.  He  must  demonstrate  that  he 
is  unable  to  provide  his  own  necessities  of 
food,  shelter,  and  clothing.  He  has  to  sign  a 
lien  on  any  real  property  he  owns — this  prop- 
erty to  be  claimed  by  the  county  government 
upon  his  death  or  the  later  death  of  his 
spouse  to  whatever  extent  money  payments 
have  been  made  to  him.  He  must  also  have 
been  a  resident  of  North  Carolina  for  at 
least  one  year,  and  he  must  not  be  in  an  in- 
stitution. 

Now,  is  it  true  that  just  anyone  can  walk 
in  and  get  on  the  welfare  rolls?  These  are 
fairly  stiff  requirements ;  the  applicant  must 
not  only  demonstrate  that  he  is  unable  to 
maintain  himself,  but  he  must  meet  all  the 
other  criteria  as  well. 

About  39,000  persons  receive  aid  through 
this  program,  and  the  average  monthly  pay- 
ment is  about  $60.  The  average  recipient  is 
a  female,  77  years  old.  I  have  heard  respon- 
sible people  saj^  that  welfare's  job  is  to  go 
out  of  business.  For  them,  how  good  a  job 
welfare  does  is  measured  by  how  few  people 
are  enrolled.  Let's  examine  this  proposition. 
What  degree  of  self-sufficiency,  what  degree 
of  rehabilitation,  can  a  77-year-old  woman 
attain?  And  remember  that  the  people  we 
are  talking  about  are  socially  deprived,  ed- 
ucationally deprived,  and  deprived  in  many 
other  ways.  So  this,  too  is  a  myth — that  most 
people  on  welfare  can  be  rehabilitated.  There 
will    always    be   the    poor    among   us,    and 


there  will  always  be  a  hard  core  of  the  un- 
fortunate to  whom  some  aid  must  be  given. 

The  question  again:  myth  or  fact?  Are 
more   and   more   getting  on   welfare   rolls? 

In  North  Carolina  the  number  of  people 
over  the  age  of  65  has  increased  from 
312,000  in  1960  to  381,000  in  1967.  This  is 
a  rather  sharp  increase.  Our  population  in- 
crease is  greatest  among  old  people  and 
young  people.  At  the  same  time,  the  case 
load  of  the  OAA  program  has  decreased 
from  49,000  in  1960  to  39,000  in  1967.  As 
stated  earlier,  our  average  OAA  monthly 
payment  is  about  $60.  We  rank  30th  among 
the  states  in  the  amount  paid. 

Aid  to  Families  of  Dependent  Children 

Aid  to  Families  of  Dependent  Children  is 
the  program  that  causes  the  most  criticism. 
The  general  public  thinks  that  most  of  the 
children  on  this  program  are  illegitimate  and 
belong  to  the  Negro  race.  These  assump- 
tions are  also  contrary  to  the  facts.  In  North 
Carolina  only  about  137c  of  the  illegitimate 
ever  reach  the  rolls  of  public  welfare.  The 
remainder  are  taken  care  of  by  their  own 
families.  Illegitimacy  is  a  long-standing  so- 
cial problem.  It  is  not  restricted  by  class, 
culture,  race,  or  religion.  Of  the  children 
receiving  aid  from  this  program  52%  are 
Negro,  46 '^f  are  white,  and  2%  are  other 
nonwhite — Indian,  etc. 

Can  just  anyone  approach  the  Welfare 
Department  and  start  drawing  a  check  under 
the  AFDC  program?  In  the  first  place,  it 
must  be  demonstrated  that  the  applicant  is 
actually  in  need  and  unable  to  meet  the 
minimum  requirements  of  food,  clothing,  and 
shelter.  While  this  is  a  program  for  chil- 
dren, it  is  obviously  impossible  to  make 
monthly  payments  to  a  4-month-old  child 
or  even  to  a  14-year-old  child :  and  to  what 
use  would  it  be  to  pay  the  child  and  let  the 
parent  starve?  Therefore,  the  program  in- 
cludes a  parent  or  guardian  who  receives  a 
share  of  the  payment.  ■ 

If  any  program  holds  any  promise  for 
rehabilitation,  it  is  this  one,  which  offers 
these  children  a  chance  to  live,  to  get  an 
education,  and  to  become  useful  citizens  in 
the  future. 

Currently,  about  107,000  people — children 
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Fig.  3.  Aid  to  the  Families  for  Dependent  Cliildren.  Number  of  persons  enrolled  1960-1967 
yearly  average. 


and  parents — receive  AFDC  assistance.  The 
average  payment  is  about  $25  per  month  per 
person,  and  the  average  case  consists  of 
a  mother  with  three  children. 

Again  let  us  consider  the  question  of  self- 
sufficiency  and  rehabilitation.  Remember 
that  most  of  these  people  come  from  de- 
prived backgrounds — deprived  socially,  eco- 
nomically, and  educationally.  What  can  they 
do?  The  majority  can  do  only  menial  labor. 
In  the  average  case,  a  mother  with  three 
small  children,  there  is  a  question  of  exactly 
what  degree  of  self-sufficiency  can  be 
achieved.  Some  degree  is  possible — no  one 
will  deny  that;  but  not  the  100%  that  many 
of  the  opponents  of  this  program  would  lead 
us  to  believe. 

Now  let  us  see  what  is  happening  in  our 
AFDC  program.  Again  I  refer  to  the  allega- 
tion that  more  and  more  people  are  getting 
on  welfare  rolls.  In  1960  there  were  103,000 
recipients ;  in  1963  the  number  was  the 
highest  ever — 113,000;  now  we  have  ap- 
proximately 107,000.  So  it  is  evident  that 
the  number  of  recipients  in  this  category  is 
falling. 

At  the  same  time,  the  population  has  been 


increasing  leather  sharply.  In  1960  the  popu- 
lation under  age  18  in  North  Carolina  was 
1.7  million;  by  1967  it  was  1.9  million.  So 
even  though  the  population  has  been  increas- 
ing in  this  age  group,  the  case  load  has  been 
coming  down.  There  is  a  limit  to  this  reduc- 
tion, but  I  think  the  figures  prove  that  the 
county  welfare  departments  in  North  Caro- 
lina are  doing  a  good  job  in  executing  the 
welfare  programs  for  which  they  are  re- 
sponsible. 

In  terms  of  AFDC  payments.  North  Caro- 
lina again  is  far  from  the  top  (43rd)  when 
compared  with  other  states.  New  York 
ranks  first,  with  a  monthly  payment  of 
about  $55,  and  Mississippi  is  last  with  a 
average  of  about  $9.30. 

Aid  to  the  Permanently  and  Totally  Disabled 

The  last  of  the  public  assistance  programs 
is  called  Aid  to  the  Permanently  and  Totally 
Disabled.  Reflect,  if  you  will,  on  what  those 
words  mean.  To  be  eligible  under  the  pro- 
gram, a  person  must  be  certified  not  only 
by  a  medical  doctor  but  by  a  medical  board, 
as  being  totally  and  permanently  disabled. 
In   addition   he   must   demonstrate   that  he 
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lacks  the  subsistence  to  provide  for  his 
needs,  and  he,  too,  must  sign  a  lien  on  any 
real  property  he  owns.  How  much  rehabili- 
tation is  possible  for  a  person  who  has  been 
certified  by  a  medical  board  as  being  per- 
manently and  totally  disabled? 

About  23,000  people  are  receiving  monthly 
checks  under  the  APTD  program  in  North 
Carolina.  The  average  monthly  payment 
is  about  $66  per  month,  and  the  average 
recipient  is  a  55-year-old  man. 

This  is  the  only  welfare  program  that  one 
can  point  to  and  say  truthfully  that  the  wel- 
fare rolls  in  North  Carolina  are  increasing. 
Today  there  are  approximately  23,000  people 
enrolled.  At  the  same  time  the  population 
from  which  this  group  comes,  ranging  in 
age  from  18  to  64  years,  has  increased  from 
2.4  to  2.7  million.  I  doubt  that  anyone,  how- 
ever, would  be  critical  of  a  man  who  has 
demonstrated  that  he  does  not  have  enough 
to  subsist  on  and  has  been  declared  by  a 
medical  board  as  being  permanently  and 
totally  disabled. 

In  the  APTD  program  as  in  the  others, 
we  can  look  to  only  a  partial  meeting  of  the 
needs.  North  Carolina  ranks  32nd  in  the 
nation  with  its  average  payment  of  about 
$66  per  month.  California  leads  with  an 
average  payment  of  $114  and  Mississippi 
comes  last  with  $45  monthly. 

Is  Our  Help  Adequate? 

The  goal  of  all  these  financial  assistance 
programs  is  to  provide  adequate  subsistence 
to  those  who  lack  it.  I  have  always  believed 
— and  I  think  most  people  will  agree — that 
if  a  person  deserves  help,  he  deserves  ade- 
quate help.  Actually,  however,  our  public 
assistance  payments  provide  only  minimum 
resources  to  sustain  life.  They  do  not  cure 
poverty!  Our  payments  are  so  meager  that 
they  only  maintain  human  existence.  Let  me 
explain. 

In  providing  food,  shelter,  and  clothing, 
what  are  our  maximum  allowances?  I  will 
take  the  case  of  one  person  and  an  example 
of  a  family  of  five. 

Under  our  present  schedule  and  appro- 
priations, the  State  will  allow  one  person  a 
maximum  of  $26  a  month  for  food,  $5.00  for 
clothing,   $2.50  for  household  supplies,  $10 


for  medical  expenses,  and  $60  for  rent  and 
utilities — a  total  of  $104.  This  is  the  maxi- 
mum allowed.  If  this  person  has  other  re- 
sources— for  instance,  Social  Security  bene- 
fits of  $44  a  month — this  amount  is  sub- 
tracted from  the  $104  maximum  and  he 
receives  $60  per  month. 

For  a  family  of  five,  the  maximum  is 
$164  per  month.  If  the  family  has  any  other 
income  whatsoever — from  earnings,  from 
any  other  source — these  amounts  are  de- 
ducted from  the  maximum  allowance. 

The  above  amounts  are  the  maximum  our 
clients  can  receive.  The  rates  are  set  by  the 
General  Assembly,  in  effect,  by  the  amount 
appropriated  to  public  welfare  for  this 
purpose. 

Medical  Assistance 

Public  welfare  in  North  Carolina  also 
provides  a  Medical  Assistance  program. 
This  is  an  extensive  medical  care  program 
totalling  $20,000,000  in  1966  and  approxi- 
mately $30,000,000  in  1967.  These  medical 
services  include  nursing  home  care,  pre- 
scription drugs,  hospital  inpatient  and  out- 
patient care,  and  restricted  dental  services 
to  those  over  65  years  of  age. 

In  the  near  future  an  additional  service 
will  be  ofi'ered  in  the  form  of  limited  physi- 
cian services.  The  details  of  this  progi-am 
have  not  yet  been  worked  out,  but  it  will 
be  limited  by  the  funds  made  available  for 
this  purpose  by  the  1967  General  Assembly. 
For  these  services  we  will  provide  payments 
direct  to  the  vendor,  not  the  recipient.  The 
services  are  prescribed  by  the  medical  pro- 
fession, and  the  state  simply  pays  for  them. 

Medical  aid  is  available  to  anyone  who  is 
a  welfare  recipient  and  also  to  the  old,  the 
disabled,  and  dependent  children  who  are 
classified  as  "medically  indigent"  but  do  not 
require  monthly  subsistence  payments. 

Unlike  many  states,  North  Carolina  pro- 
vides unlimited  hospitalization — whatever  a 
doctor  prescribes.  Some  states  pay  only  for 
a  limited  number  of  hospital  days  or  place 
ceilings  on  payments.  The  State  of  North 
Carolina,  to  this  point,  has  never  believed 
in  legislating  the  medical  care  of  people.  It 
IJays  for  whatever  the  doctor  says  the  pa- 
tient needs.  If  the  doctor  says  our  recipient 
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needs  to  stay  in  the  hospital  for  five  days, 
we  pay  for  five  days ;  if  he  says  50  days,  we 
pay  for  50  days. 

There's  a  great  deal  of  talk  about  the 
Title  XIX  program.  In  effect,  we  have  a 
Title  XIX  program;  it  is  just  not  called  that. 
Under  Title  XIX  programs,  most  states  have 
not  elected  to  provide  medical  services  to 
the  medically  indigent,  but  North  Carolina 
does  so  under  its  present  program.  IMany 
states  under  Title  XIX  place  severe  restric- 
tions on  the  amount  of  medical  aid  they  pro- 
vide. For  instance,  Kentucky  allows  14  days 
of  hospitalization ;  after  that  the  matter  lies 
between  the  hospital  and  the  recipient.  The 
welfare  department  is  out  of  business  after 
the  14th  day. 

In  terms  of  prescription  drugs,  North 
Carolina's  program  is  again  unlimited.  There 
are  no  restrictions  on  the  doctor  as  to  what 
kind  of  drug  he  can  prescribe;  there  is  no 
formulary;  there  is  no  generic  list.  There  is 
no  restriction  on  the  cost  of  the  drug  he  pre- 
scribes nor  on  how  often  he  can  prescribe  it. 
The  medical  profession  really  directs  our 
drug  program  by  prescribing  whatever  our 
recipients  need,  and  with  the  exception  of 
the  first  dollar,  which  is  paid  as  a  deduc- 
tible by  the  recipient,  we  pay  for  whatever 
is  prescribed. 

In  regard  to  nursing  homes,  we  also  pro- 
vide whatever  is  needed.  Once  a  person  is 
declared  eligible  for  nursing  home  care, 
we  pay  for  the  services  as  long  as  he  needs 
to  remain  in  the  home,  whether  for  a  year, 
two  years,  three  years,  or  until  death.  In 
this  area  of  care  at  present  we  are  making 
the  payments  to  the  recipient  as  part  of  his 
allowance  rather  than  directly  to  the  nurs- 
ing home.  We  have  permission,  however,  to 
make  vendor  payments  to  nursing  homes, 
and  some  time  in  the  future  we  will  institute 
this  method  of  payment. 

Limited  dental  services  are  provided  for 
those  over  5.  These  include  extractions,  fill- 
ings, repairs  to  dentures  as  needed,  and 
emergency  pain  relief.  The  services  do  not 
include  examinations  nor  dentures.  But  for 
those  things  we  do  provide,  we  provide  to 
whatever  degree  the  patient  needs  them. 


Program  Funding 

In  all  of  our  welfare  programs  in  North 
Carolina,  the  funds  to  meet  these  needs  come 
from  federal,  state  and  county  resources. 
In  the  case  of  the  $30  million  medical  assis- 
tance program  of  1967,  the  federal  govern- 
ment paid  about  70%,  the  state  15%,  and 
the  counties  15%. 

Of  the  $105,000,000  spent  for  our  total 
public  welfare  program  in  North  Carolina 
last  year,  the  counties  contributed  $16.2  mil- 
lion, the  state  $14.2  million,  and  the  federal 
government  $74.7  million.  This  is  an  overall 
average  and  varies  from  county  to  county. 

To  a  small  county,  for  instance,  which  has 
an  inadequate  economic  base — no  industry, 
low  tax  receipts — the  state  provides  heavy 
subsidization.  As  an  example,  one  unnamed 
but  heavily  subsidized  county  with  an  an- 
nual welfare  bill  of  $430,000  contributed 
$29,000— only  7'<.  The  State  added  $80,000 
(18%),  and  the  federal  government  con- 
tributed $320,000,  or  75%.  We  do  not  like 
to  look  at  the  matter  in  this  way,  but  I  think 
that  many  counties  have  to  realize  that  this 
program  not  only  aids  the  people  in  their 
counties  who  need  help  desperately,  but  that 
it  also  contributes  to  the  economy  of  the 
countJ^  This  small  county  would  be  happy 
and  proud  to  be  the  recipient  of  a  shirt  or 
garment  factory  which  would  provide  a  two 
to  three  thousand  dollar  payroll ;  yet  they 
have  here  an  economic  asset  which  they  fre- 
quently overlook.  This  money  is  not  banked; 
it  is  spent.  It  is  not  spent  in  other  counties ; 
it  is  spent  in  this  county.  Public  welfare  is 
thus  an  economic  factor  to  one  degree  or 
another  in  every  county  in  North  Carolina, 
because  the  welfare  programs  in  this  state 
total  more  than  $105  million  a  year. 

Services 

I  said  in  the  beginning  that  in  addition 
to  money  payments  and  medical  assistance, 
we  provide  many  other  services.  This  is  an 
overlooked  fact  of  life.  People  seldom  realize 
that  we  serve  people  in  all  walks  of  life, 
not  just  the  poor.  We  are  almost  always 
characterized  as  the  outfit  that  mails  out 
the  monthly  checks. 

One  of  the  prime  concerns  of  welfare  is 
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our  children.  The  N.  C.  Department  of  Pub- 
lic Welfare  provides  foster  home  care  for 
children  with  family  problems,  day  care 
centers  for  small  children  whose  mothers 
work,  guidance  for  juvenile  delinquents,  and 
placements  for  children  in  trouble  with  the 
courts.  Every  adoption  in  North  Carolina 
must  have  a  case  study  and  be  processed 
through  a  county  department  of  public  wel- 
fare. 

We  provide  psychological  services  to  any- 
one requiring  them,  and  we  perform  services 
for  the  aged,  as  we  attempt  to  help  people 
who  need  guidance  in  making  their  lives 
more  meaningful  in  the  declining  years  of 
life.  In  manj'  counties  we  provide  Home- 
maker  Services  for  families  in  which  the 
breadwinner  is  incapacitated  or  the  mother 
is  ill.  The  homemaker  takes  care  of  the  chil- 
dren or  helps  the  mother  while  she  is  in 
bed ;  she  teaches  housewives  how  to  manage 
their  homes  more  efficiently,  how  to  shop,  or 
how  to  care  for  themselves. 

We  are  also  responsible  for  the  inspection 
of  jails,  seeing  that  the  prisoners  are  treated 
properly  and  that  the  facilities  meet  proper 
standards. 

We  offer  protection  from  fradulent  solici- 
tation through  our  Solicitation  Licensing 
Program.  We  determine  whether  or  the  so- 
liciting agency  represents  a  charitable  en- 
deavor and  whether  the  funds  will  be  used 
properly.  We  require  an  audit  and  examine 
all  the  fund-raising  activities  before  grant- 
ing a  license. 


We  also  provide  a  program  for  distribut- 
ing surplus  commodities  and  food  stamps. 
This  program  enables  poor  people  to  increase 
their  buying  power  by  utilizing  surplus  food 
from  the  Department  of  Agriculture. 

As  an  agent  of  the  Social  Security  Admin- 
istration we  also  determine  disability  in 
North  Carolina.  Thi'ough  disability,  people 
can  become  eligible  for  Social  Security  bene- 
fits prior  to  age  65. 

In  short,  the  North  Carolina  Department 
of  Public  Welfare  performs  many  services 
which  are  overlooked  by  the  average  citizen. 
In  all  these  ways  we  hope  that  we  are  meet- 
ing the  goal  of  helping  people. 

Conchision 

Some  of  the  information  presented  in  this 
paper  was  intended  to  destroy  the  myths 
about  public  welfare.  It  is  a  myth  that  the 
number  of  welfare  recipients  in  North  Caro- 
lina is  greatly  increasing.  It  is  a  myth  that 
most  of  the  people  on  welfare  could  become 
self-sufficient.  It  is  a  myth  that  just  any- 
body can  go  to  the  welfare  office  and  be  en- 
rolled. It  is  also  a  myth  that  these  people 
receive  large  sums  of  money.  Our  payments 
are  very  meager ;  their  need  is  very  great. 

Your  help  in  separating  myth  and  fact  in 
connection  with  the  public  welfare  program 
in  North  Carolina  will  be  most  welcome — 
and  indeed  will  be  another  service  to  your 
fellow  man. 


Then  as  Now 


In  our  Southern  towns,  owing  to  the  fact  that  our  rooms  are  larger,  as  a  rule,  than  in 
colder  climates,  and  to  the  further  facts,  that  our  houses  are  generally  more  or  less  carelessly 
built,  and  therefore  full  of  cracks,  and  that  our  usual  method  of  heating  is  the  open  fire- 
place or  grate,  which  is  a  most  excellent  ventilator,  we  do  not  suffer  so  much  from  impure 
air.  And  this,  doubtless,  is  the  reason  that  consumption  is  so  much  less  common  with  us 
than  with  our  Northern  neighbors  who  Uve  in  tight,  warm  houses,  heated  by  stoves  generally. 
It  is  a  sad  fact,  that,  right  here  in  our  beautiful  climate,  consumption  is  playing  havoc  with 
our  colored  people— the  death  rate  among  them  from  that  disease  being  now  more  than 
three  to  one  among  the  whites,  and  it  is  also  true  that  when  once  attacked  they  die  much 
more  quickly  than  the  whites.  Although  the  conditions  incidental  to  ignorance  and  poverty, 
general  uncleanliness  and  the  want  of  proper  food  and  care  are  largely  responsible  for  this, 
there  is  no  doubt  in  my  mind  that  they  are  rendered  more  susceptible  to  infection  and  less 
resistant  to  the  disease  by  breathing  the  impure  air  caused  by  overcrowding,  and  to  a  habit 
they  have  of  sleeping  with  tlieir  heads  covered  up.— "Bulletin  of  the  North  Carolina  Board  of 
Health."  October,  1897. 
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Understanding    Anxiety    and    Depression 


Nathan  K.  Rickles,  M.D. 


It  is  stated  in  the  Bible  that  when  God 
asked  Solomon  what  gift  he  would  like  to 
have  above  all,  Solomon  replied,  "An  under- 
standing heart."  The  understanding  heart, 
coupled  with  the  understanding  mind,  is 
what  transforms  the  practice  of  medicine  in- 
to a  healing  art. 

This  statement  is  particularly  pertinent 
to  a  discussion  of  the  causes  of  anxiety  and 
depression,  because  I  believe  that  once  one 
understands  what  produces  these  states  in 
man,  the  diagnosis  and  treatment  are  made 
much  clearer  and  simpler. 

Anxiety 

Anxiety  is  one  of  the  most  distressing 
built-in  enigmas  of  man.  It  is  experienced 
by  all  of  us,  yet  few  will  openly  admit  to  its 
presence.  Since  it  is  presumed  to  be  a  sign  of 
weakness,  we  deny  its  existence  and  attempt 
to  avoid,  like  a  plague,  those  in  whom  its 
manifestations  are  exaggerated.  It  is  like 
an  aura  of  impending  disaster  that  threatens 
the  physician  as  well  as  the  victim. 

It  gives  all  of  us  a  queasy  feeling  to  be 
exposed  to  the  manifestations  of  anxiety. 
The  restless,  tense  person  who  sits  drum- 
ming the  table  top  or  cracking  his  knuckles 
or  biting  his  nails,  or  who  jumps  up  and 
down  or  walks  aimlessly  back  and  forth  is 
a  constant  source  of  irritation  that  arouses 
our  own  anxieties,  and  we  are  suddenly 
aware  of  our  own  muscles  tensing  with  a 
strong  desire  to  get  up  and  run  way.  Thus 
we  see  how  anxiety  makes  victims  of  us  all, 
because  in  all  of  us  it  is  incubating  like  an 
emotional  virus  which,  given  sufficient 
stress  and  provocation,  can  become  a  real 
threat  to  our  peaceful  existence. 

Definition 

Let  me  define  anxiety  as  it  is  commonly 
accepted  by  most  clinicians.  Anxiety  is  a 
complex,  unpleasant  emotional  response  to 
anything  that  threatens  our  security.  It  is 
a  signal  of  some  impending  disaster,  either 
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real  or  imagined.  It  is  relative  in  its  inten- 
sity, depending  on  how  well  each  of  us  has 
adapted  himself  to  the  stresses  of  life.  Past 
experiences  have  conditioned  many  of  us  to 
be  more  trigger-happy  than  others,  so  that 
our  signal  of  alertness  is  forever  ringing  a 
bell  that  intensifies  our  responses. 

There  have  been  many  efforts  to  distin- 
guish between  fear  and  anxiety.  Basically, 
the  difference  is  relative  and  no  sharp  dis- 
tinctions can  be  made.  Essentially,  the  ac- 
cepted difference  between  the  two  is  that 
in  fear,  the  individual  is  aware  of  what  dis- 
turbs him,  while  in  anxiety,  the  victim  is  us- 
ually unaware  and  cries  out:  "I  am  fright- 
ened and  uneasy,  but  I  don't  know  why,  so 
how  can  I  help  myself?"  This  unknown  fac- 
tor is  what  creates  the  mystery  and  adds 
more  fuel  to  the  fire  of  anticipated  disaster. 
The  unknown  factor  relates  to  our  uncon- 
scious— to  forgotten  memories  of  painful 
conflict. 

All  of  us  have  deep-rooted  memories  of 
incidents  in  our  lives  that  have  private  mean- 
ing known  only  to  us.  What  has  gone  on  in 
our  past  and  how  we  react  to  that  private 
world  of  our  own  is  what  largely  deter- 
mines the  intensity  of  our  anxiety. 

Factors  in  Human  Development 
Early  dependency 

Perhaps  nowhere  in  nature  is  there 
another  example  similar  to  the  prolonged  de- 
pendence of  the  human  infant  on  its  mother 
for  virtually  all  its  needs.  The  mother  be- 
comes the  center  of  its  whole  protective 
orbit — food,  warmth,  and  comfort  reside  in 
her  care.  How  well  thees  essentials  are  pro- 
vided largely  determines  the  future  develop- 
ment of  the  individual.  From  the  child's  very 
conception,  the  warmth  and  sustenance  of 
the  motlier's  body  is  essential  to  his  well- 
being. 

The  sudden  separation  of  the  child  from 
the  mother  and  its  need  to  start  functioning 
as  a  separate  being  is  a  hazard  common  to 
all   newborns,   regardless   of  the  forebears, 
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but  after  birth,  other  factors  decide  the  fu- 
ture course  of  the  child's  development.  If 
the  mother  is  warm,  attentive,  and  reason- 
ably secure  in  her  own  life,  the  child  is  vir- 
tually assured  of  a  happy  childhood,  ruling 
out  such  unforeseen  events  as  death,  separa- 
tion, or  serious  illness  in  either  the  mother 
or  the  child.  If  the  mother  is  insecure,  rest- 
less and  unhappy,  her  feelings  are  inevitably 
transmitted  to  the  child,  with  baleful  re- 
suite  influencing  his  personality.  Separation 
from  the  mother  either  through  sickness, 
death,  or  a  mother's  disregard  are  blows 
from  which  few  children  escape  unscathed. 
Sex 

As  a  child  grows,  other  factors  become 
instrumental  in  the  production  of  anxiety. 
Sex  rears  ite  ugly  head  as  a  precursor  of 
anxiety.  Anxiety  and  sex  have  much  in  com- 
mon. Both  are  here  to  stay,  and  yet  we  are 
reluctant  to  talk  about  either. 

There  is  nothing  wrong  with  sex  per  se, 
but  unfortunately,  in  our  culture  we  have 
twisted  it  out  of  all  proportion  by  our  con- 
spiracy of  denial.  Adults  seldom  discuss 
with  the  very  young  child  this  basic  part  of 
their  lives,  and  if  they  do,  it  is  usually  em- 
barrassing to  all.  The  child's  mind  is  con- 
tinually groping  for  answers,  especially 
when  they  are  hidden  from  his  sight  by  the 
double  standards  of  his  parents,  who,  by 
their  silence,  outwardly  deny  sex  but  in  the 
privacy  of  their  own  chambers,  to  the  knowl- 
edge of  their  children,  indulge  in  sexual 
pleasures.  As  a  result,  the  child  is  bewildered 
and  usually  seeks  answers  from  sources  that 
are  unreliable,  since  the  only  information 
available  to  him  comes  from  other  children 
and  peddlers  of  obscene  literature.  That 
those  nearest  and  dearest  to  him  avoid  any 
discussion  of  the  subject  causes  him  to  place 
too  much  emphasis  on  its  pornographic  con- 
tent and  very  little  on  its  wholesome  as- 
pecte.  The  expression,  "What  the  child 
doesn't  know  won't  hurt  him."  is  a  doctrine 
of  evasion  and  only  creates  resentment  and 
anxiety. 

How  simple  it  would  be  to  avoid  most  of 
this  conflict  by  dropping  our  prudish,  puri- 
tanical attitudes  and  recognize  that  our  chil- 
dren have  the  capacity  of  understanding 
if  we  only  give  them  a  chance  by  taking 


them  into  our  confidence.  There  is  no  sub- 
stitute for  truth  whether  the  subject  be  sex 
or  politics  or  foreign  diplomacy :  dishonesty 
breeds  anxiety. 

Toilet  training 

In  my  experience,'  another  large  area  in 
the  growth  of  the  child  should  be  stressed 
as  a  contributing  factor — namely,  toilet 
training.  I  believe  that  much  anxiety  and 
guilt  are  engendered  in  this  period  of  a 
child's  life.  A  too-early  enforcement  of  toilet 
training  creates  a  serious  conflict.  The  child 
wishes  to  retain  the  mother's  love  by  com- 
plying, and  at  the  same  time  wants  to  strive 
for  independence  by  refusing.  He  also  wishes 
to  retain  his  hold  on  his  parente  by  remain- 
ing a  child  and  the  object  of  attention.  Grow- 
ing up  means  giving  up.  It  is  a  wise  and 
patient  parent  who  can  reveal  to  the  child 
how  much  he  gains  by  growing  up.  This 
conflict  is  manifested  in  later  life  in  totally 
unrelated  situations,  as  when  one  is  called 
on  to  obey  the  instructions  of  a  school  teach- 
er or  a  superior  in  business. 

Inability  to  admit  failure 

I  believe  that  the  inability  to  admit  fail- 
ure is  another  factor  in  the  production  of 
anxiety  and  one  of  the  most  potent  sources 
for  social  and  moral  disintegration.  We  see 
evidences  of  this  nearly  every  day  in  the 
school  child's  attitude  toward  his  athletic  or 
scholastic  performance.  In  the  adult  we  see 
it  in  his  fear  to  admit  having  sexual  prob- 
lems, and  the  revelation  of  poor  judgment 
in  his  business  or  professional  life.  This 
false  emphasis  on  the  end  result  rather  on 
how  this  result  is  obtained  is  a  serious 
blunder  in  our  culture.  Any  educational  pro- 
gram of  the  future  must  recognize  that  chil- 
dren must  be  taught  that  more  important 
than  success  is  what  we  learn  to  do  with  our 
lives. 

Repressed  aggression 

There  are  two  other  areas  of  stress  which, 
to  me,  though  seldom  emphasized,  are  po- 
tent sources  for  the  production  of  anxiety. 
We  all  have  a  strong  instinctual  need  for 
aggressive  behavior.  In  no  other  group  is  the 
need  for  this  expression  greater  and  the 
realization  of  it  less  than   in  the  anxiety- 


210 


NORTH  CAROLINA  MEDICAL  JOURNAL 


May,  1968 


ridden  individual.  Nearly  every  anxious  pa- 
tient is  inwardly  seething  with  suppressed 
rage,  but,  owing  to  his  innate  personality,  he 
is  frustrated  in  releasing  it.  He  is  afraid  of 
violence,  afraid  of  loss  of  control,  afraid  of 
losing  face,  afraid  of  punishment;  so  he 
builds  defenses  to  hold  back  or  to  deny  these 
natural  impulses.  In  fantasy  he  sees  him- 
self a  thousand  times  as  the  great  hero,  the 
Walter  Mitty  or  Don  Quixote  character, 
fighting  imaginary  battles,  destroying  those 
who  oppose  him,  wishing  and  planning  foi- 
the  death  of  members  of  his  family.  Yet 
when  it  comes  to  releasing  these  needs,  he 
is  an  abject  coward,  and  he  escapes  through 
his  anxiety. 

Let  me  briefly  cite  a  case  history :  A  young 
married  man  of  30  with  one  child  came  to 
me.  presumably  because  of  a  fear  of  riding 
in  elevators  and  of  driving  on  the  freeway, 
to  the  degree  that  it  had  severely  handi- 
capped his  work.  In  therapy,  he  said  many 
times,  "Gee,  I  felt  like  telling  my  boss  to  go 
to  hell."  Or,  "I  sure  wanted  to  tell  my 
mother-in-law  off." 

As  therapy  progressed,  the  natural  ques- 
tion arose:  "Why  don't  I?"  And  he  became 
aware,  even  as  he  thought  of  actually  doing 
this,  that  his  anxiety  became  greatly  inten- 
sified. In  due  time,  however,  by  identifying 
with  a  reassuring  and  encouraging  doctor, 
he  was  slowly  able  to  direct  his  aggression 
outwardly  towards  his  environment  and, 
surprisingly  to  him,  his  anxiety  was  re- 
lieved. Don't  think  that  this  change  was 
easy  or  that  it  came  about  rapidly.  The  per- 
sonality that  for  30  years  has  held  back 
anger  can't  suddenly  release  it.  But  after 
a  year  of  therapy  the  patient  did  improve 
and  did  learn  basically  to  express  himself 
outwardly. 

Physiologically,  it  has  been  demonstrated, 
through  the  experimental  work  of  Cannon- 
and  later  of  Ax,^  that  responses  associated 
with  fear  resemble  those  produced  by  epine- 
phrine; while  the  responses  associated  with 
anger  resemble  those  due  to  a  combination 
of  epinephrine  and  norepinephrine. 

Subsequently,  Funkenstein^  proposed  that 
subjects  who  respond  to  a  particular  situa- 


tion with  anger  that  is  directed  outward, 
activate  the  excessive  secretion  of  norepine- 
phrine. In  contrast,  individuals  who  respond 
to  the  same  situation  with  anger  directed 
toward  themselves,  or  with  severe  anxiety 
generated  by  hostile  impulses,  activate  the 
secretion  of  epinephrine. 

Feci)-  of  death  a))d  separative 

Another  potent  source  of  anxiety  and  its 
concomitant  symptoms  of  depression  is  the 
fear  of  death.  The  anxious  patient  says, 
"I  am  dying."  He  is  desperately  crying  for 
the  reassurance  of  the  doctor  that  he  is  not. 
He  uses  this  symptom  as  a  means  of  con- 
trolling his  environment  and  getting  atten- 
tion. By  venting  his  aggression  through  a 
socially  accepted  means  (sickness),  he  not 
only  frightens  himself  but  his  relatives  and 
often  the  doctor  as  well.  "Okay,"  he  seems 
to  say,  "I  can't  tell  you  to  go  to  hell,  so  I'll 
frighten  hell  out  of  you  by  my  act  of  dy- 
ing"— just  as  the  patient  threatening  suicide 
does  so  many  times  while  in  a  depressed 
state. 

The  reticence  concerning  death  applies 
equally  to  the  doctor  and  the  patient.  Doc- 
tors are  fearful  that  any  discussion  of  death 
may  cause  them  to  lose  their  aura  of  omni- 
potence— the  all-curing  father  figure — and 
so  hesitate,  by  virtue  of  their  own  insecurity, 
to  open  the  floodgates  on  this  most  important 
anxiety-producing  factor. 

Today  medicine  is  successfully  prolonging 
lives,  and  the  doctor  will  not  lose  stature  by 
admitting  an  occasional  death.  The  reas- 
surance that  can  come  from  freeing  the  pa- 
tient from  gnawing  doubts  about  cancer  and 
heart  disease  can  add  years  of  healthy  and 
happy  living  to  those  involved. 

The  fear  of  loneliness  and  separation  oc- 
casioned by  sickness  or  death  are  potent  fac- 
tors in  aggravating  the  anxiety  state.  An 
open  discussion  of  these  deeply  rooted  fears 
lays  the  groundwork  for  coping  with  them, 
particularly  in  people  past  50. 

The  severity  of  anxiety  can  run  the  gamut 
from  simple  fear  and  trembling  to  acute 
panic.  The  symptoms  may  vary  from  a  gross 
tremor,  rapid  pulse,  flushed  face,  perspira- 
tion,  to   precordial   pain,   nausea,   diarrhea. 
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dilated  pupils,  paresthesia,  dizziness,  and 
headache;  the  diagnosis  is  fairly  easy.  It  is 
necessary  to  rule  out  heart  disease  and 
thyroid  disturbances. 

Depresiiioii 

Depression,  like  anxiety,  is  present  in  all 
of  us.  It,  too,  varies  all  the  way  from  simple 
downheartedness  and  sadness  to  abject  stu- 
por. Primarily,  there  are  three  areas  of  be- 
havior in  which  profound  changes  occur : 
(1)  the  emotions — the  aforementioned  af- 
fective component  of  depression;  (2)  the 
stream  of  thought,  where  there  is  definite 
slowing  of  all  mental  activities  with  an  in- 
ability to  concentrate;  and  (3)  physical 
activity,  which  is  also  marked  by  varying 
degrees  of  slowing  down,  from  simple  fa- 
tigue to  complete  confinement  to  bed. 

Essentially,  many  of  the  same  factors 
that  produce  anxiety  are  active  in  the  pro- 
duction of  depression.  Depression  results 
from  a  continuous  state  of  insecurity  regis- 
tered early  in  the  individual's  life.  Most  of 
these  patients  reveal  undue  concern  over  the 
fear  of  the  loss,  either  real  or  fancied,  of 
some  one  near  to  them.  The  loss  is  perceived 
as  a  rejection — which  brings  about  anger. 
Now,  in  addition  to  his  anxiety,  the  patient 
develops  from  early  childhood  an  intense 
feeling  of  guilt  due  to  a  highly  developed 
sense  of  conscience.  His  guilt  causes  self- 
condemnation  that  results  in  a  sense  of  un- 
worthiness  and  depression.  Because  his  per- 
sonality make-up  prevents  him  from  expres- 
sing it  outwardly,  he  redirects  it  inwardly 
against  himself. 

Depressive  reactions  can  usually  be  clas- 
sified into  four  distinct  categories.  First, 
there  is  the  psychoneurotic  depression,  in 
which  anxiety  plays  as  prominent  a  role  as 
does  depression.  Second  is  the  reactive  de- 
pression, which  results  from  some  direct, 
serious  change  in  the  patient's  life  such  as 
the  loss  of  some  member  of  the  family,  a 
severe  financial  reversal,  or  a  grave  illness 
in  the  patient  himself.  This  illness  usually 
clears  up  after  the  patient  has  had  time  to 
make  a  proper  adjustment  to  the  changes. 
If  the  depression  persists  for  more  than  six 
months,  one  should  look  for  a  deeper  cause, 


and  will  probably  find  that  the  patient  is 
suffering  from  the  third  type  of  depressive 
reaction — the  depressive  phase  of  a  manic- 
depressive  psychosis.  The  patient  will  re- 
fer to  these  periods  as  "blue  spells."  At  such 
times  he  lacks  confidence  in  himself,  loses 
his  zest  for  living,  feels  inadequate,  is  tired, 
wants  to  be  left  alone,  and  finds  it  difficult 
to  perform  his  ordinary  duties.  Color  and  joy 
have  gone  out  of  life.  Every  task  seems  a 
burden ;  he  suffers  from  poor  appetite,  in- 
somnia and  headaches,  and  often  has  a  host 
of  hypochondriacal  ideas. 

The  typical  posture  of  a  depressed  pa- 
tient is  revealing.  The  body  is  usually 
stooped,  the  head  flexed,  the  facies  immobile, 
the  forehead  furrowed,  and  the  patient  looks 
fixedly  downward.  The  delusional  content 
of  the  patient  is  characterized  by  self-de- 
preciation, ideas  of  guilt,  remorse,  self-ac- 
cusation, and  hypochondriasis. 

The  fourth  type  of  depressive  reaction  is 
the  so-called  involutional  depression.  It  is 
two  or  three  times  greater  in  women  than 
in  men  and  comes  on  usually  in  people  past 
50  years  of  age  with  no  past  history  of  de- 
pression. Usually  the  patient  has  persistently 
been  a  rigid  perfectionist,  overconscientious, 
lacking  in  humor,  chronically  worrying,  and 
having  an  extremely  narrow  range  of  in- 
terest. 

With  the  realization  that  life  is  passing 
them  by,  many  of  these  people  display  hypo- 
chondriacal trends  early  in  their  illness. 
They  complain  of  severe  headaches  asso- 
ciated with  delusions  of  sin,  unworthiness, 
and  fear  of  impending  death.  The  patient's 
appearance  becomes  an  expression  of  ex- 
treme emotional  pain  and  misery. 

In  the  diagnosis  of  these  conditions,  one 
should  constantly  keep  in  mind  that  just  as 
organic  complaints  usher  in  depression,  so 
at  times  can  depressive  complaints  be  the 
forerunner  of  serious  heart  conditions  or 
hepatic  and  pancreatic  disturbances  or  brain 
tumor. 

Many  years  ago  I  reported  five  such 
cases'  in  which  the  presenting  sjoiiptoms  for 
a  period  of  three  months  to  a  year  were 
primarily  severe  depression,  insomnia,  and 
deep  abdominal  pain.   All  known  tests  for 
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physical  ailments  were  negative,  yet  I  at 
no  time  felt  that  the  depression  was  a  pri- 
mary source  of  the  patients'  condition. 
The  depression  lacked  the  quality  of  a  purely 
psychogenic  disorder.  Absent  was  the  sense 
of  failure,  of  sin,  of  unworthiness.  The  em- 
phasis was  on  the  unexplainable,  deeply 
rooted  pain  and  the  foreboding  of  death.  One 
classic  finding  was  the  patient's  insistence 
on  sitting  up  in  bed,  head  bowed,  hands 
pressed  deep  into  his  abdomen.  This  was 
the  only  way  he  could  stand  the  intolerable 
pain. 

Of  the  five  patients  reported,  three  died 
within  a  year  of  cancer  at  the  head  of  the 
pancreas,  and  two  of  definite  disease  in  the 
pancreas  and  the  liver. 

Cerebral  arteriosclerosis  occasionally 
causes  some  problems,  but  the  physical  find- 
ings, especially  in  the  eye  grounds,  and  the 
loss  of  memory  help  differentiate  these  two 
conditions. 

The  ever  present  danger  of  suicide  or 
homicide  should  constantly  be  kept  in  mind. 
This  is  no  idle  threat.  One  must  constantly 
be  on  guard  and  take  all  due  precautions, 


especially  as  the  depression  lifts.  It  is  dur- 
ing this  period  that  the  patient  may  carry 
out  his  previous  threats  to  kill  himself,  as 
now  he  has  the  energy  to  do  it  and  is  still 
depressed  enough  to  want  to  end  it  all. 

Siimmarn 

The  etiology  of  anxiety  and  depression  has 
been  discussed  in  depth  so  as  to  enable  us 
to  better  comprehend  the  behavior  of  the 
individual  patient.  With  this  knowledge, 
coupled  with  an  understanding  heart,  it  is 
hoped  that  the  physician  will  be  better  pre- 
pared to  deal  with  the  emotional  problems 
of  his  patient  as  well  as  with  his  own. 
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The  purpose  of  this  presentation  is  to  re- 
view the  results  of  treatment  of  53  patients 
with  early  carcinoma  of  the  true  vocal 
cord(s)   and  to  define  a  treatment  policy. 

The  selection  of  patients  to  be  referred  for 
irradiation  therapy  is  obviously  at  the  dis- 
cretion of  the  otolaryngologist,  as  is  his  con- 
tinuing care  when  treatment  has  been  com- 
pleted. This  selection  is  based  on  a  knowl- 
edge of  the  results  to  be  expected  from  irra- 
diation and  on  the  competence  of  the  radia- 
tion therapist  to  whom  the  patient  is  re- 
ferred. 
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tal, Durham,  N.  C.J 
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Staging 

The  reason  for  defining  the  extent  of 
various  malignant  lesions  is  multifold.  It 
allows  a  more  accurate  intercomparison  of 
results  reported  from  various  institution>; 
and  permits  a  policy  of  treatment  within  an 
institution  to  be  evaluated.  It  is  somewhat 
helpful  in  terms  of  prognosis. 

The  staging  used  is  a  modification  of  that 
suggested  by  the  American  Joint  Commit- 
tee for  Cancer  Staging  and  End  Results 
Reporting : 

T,  Tumor  confined  to  one  vocal  cord  and  motility 
of  the  cord  remains  normal. 

To  Tumor  involving  both  cords  with  normal  mobil- 
ity of  cords,  or  TUMOR  OF  ONE  OR  BOTH  CORDS 
MTH  FIXATION  OF  CORDIS). 
In  our  study  we  have  included  T,  lesions. 
We  have  also  included  T2  lesions  provided 
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Figure  1 

there  is  no  limitation  of  movement  of  the 
true  vocal  cord  as  seen  on  indirect  laryn- 
goscopy. It  is  our  belief  that  limitation  of 
motion,  no  matter  how  small  the  lesion,  im- 
plies a  much  more  serious  prognosis  than 
even  the  most  extensive  lesion,  provided  that 
mobility  of  the  true  vocal  cord  is  maintained 
in  the  latter. 

Method  of  Treatment 

Until  June,  1964,  it  was  our  policy  to  give 
patients  five  treatments  per  week,  delivering 
approximately  1000  r  tumor  dose  per  week 
for  six  weeks. 

Since  1964  we  have  continued  to  deliver 
the  same  weekly  dosage  over  the  same  six- 
week  period,  but  have  reduced  the  number 
of  treatments  to  three  per  week.  This  sched- 
ule has  been  particularly  convenient  for  the 
patients  since  it  allows  them  to  continue 
regular  employment  during  the  period  of 
treatment.  More  importantly,  we  have  ob- 
served no  change  in  the  severity  of  mucosal 
reactions  with  the  altered  schedule,  nor  in 
the  overall  results. 

The  patient  undergoing  irradiation  ther- 
apy is  examined  at  frequent  intervals  by  both 
the  otolaryngologist  and  the  radiotherapist. 
The  repeated  examinations  allow  an  inter- 
ruption of  treatment  in  the  occasional  patient 
whose  mucosal  reaction  is  more  severe  than 
was  expected  and  for  the  delivery  of  addi- 


tional   radiation    to   the   patient   whose   re- 
sponse is  less  pronounced  than  desired. 

A  second  point  of  emphasis  in  our  treat- 
ment is  the  practice  of  "skimming"  the  beam 
anteriorly  to  the  .skin  profile  (Fig.  1).  We 
feel  that  this  is  most  important  with  the 
cobalt  60  apparatus  in  order  to  avoid  the 
low-dose  penumbra  area.  The  implications 
of  this  policy  in  treating  lesions  of  the  an- 
terior comissure  are  obvious.  The  cords  lie 
completely  within  the  high-dose  area  of  the 
beam,  and  no  part  can  be  underdosed  in  the 
penumbra. 

Clinical  Data  and  Results 

The  age  distribution  of  the  patients  is 
shown  in  Table  1.  As  one  would  expect,  most 
of  the  patients  are  between  50  and  70  years 


Table 

1 

Age  Distribution 

of 

Patients 

Age 

No.  Patients 

1  years) 

21-30 

2 

31-40 

2 

41-50 

10 

51-60 

11 

61-70 

18 

71-80 

10 

Total 


53 


of  age  when  first  seen.  Our  youngest  pa- 
tient was  24  years  of  age.  The  sex  distribu- 
tion as  shown  in  Table  2  reveals  the  expected 
preponderance  of  males. 

Table  2 
Sex    Oistributiuu 


Male 
Female 

Total 


No. 

50 
3 

S3 


To  compare  the  results  of  the  two  treat- 
ment schedules,  we  divided  the  patients  into 
two  categories :  those  treated  before  June, 
1964,  when  our  policy  of  giving  three  treat- 
ments per  week  went  into  effect,  and  those 
treated   after   that    date.    The   cut-off   date 
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Table  3 

Patients  Treated  Before  June  1964 

Five  Times  Per  Week  (32) 

A.  26  patients  alive  NED* 

1.  23  NED  post  radiation  tlieiapy 

2.  3  NED  radiation  tiierapy  and  laryngectomy 

a.  One  for  edema  9  montiis  post  radiation 
tiierapy — no  tumor  found. 

b.  Two  for  recurrent  carcinoma,  one  at  six 
montiis  and  ttie  otiier  at  11  montlis  post  radi- 
ation tiierapy. 

B.  One  patient  found  to  liave  recurrence  at  45  montiis 
is  receiving  treatment  to  tlie  area  of  recurrence. 

C.  Five  patients  are  dead 

All  died  of  causes  unrelated  to  tlieir  malignancy. 
Two  underwent  laryngectomy  for  persistent  tumor 
at  4  and  5  montiis  after  therapy. 

=f=NED:    No   evidence   of  disease 

of  January  1,  1966,  gives  a  minimum  follow- 
up  of  18  months.  The  significance  of  this 
follow-up  becomes  apparent  in  the  patients 
who  experienced  a  recurrence  of  tumor  fol- 
lowing irradiation.  Seven  patients  fall  into 
this  category ;  the  interval  between  treatment 
and  recurrence  was  4,  5,  6,  11,  11.  18,  and  45 
months  respectively.  In  one  of  these  cases, 
recurrence  was  suspected  12  months  after 
treatment  and  confirmed  at  18  months.  Al- 
though we  had  a  recurrence  at  45  months, 
our  own  experience  and  that  of  others  sug- 
gests that  this  is  unusual. 

Tables  3  and  4  show  the  results  of  treat- 
ment. If  those  patients  who  died  of  causes 
other  than  carcinoma  of  the  vocal  cord  are 
excluded,  41  of  47  patients  (87^'  )  have  been 
cured  by  radiation  therapy.  Four  other  pa- 
tients were  cured  with  the  addition  of 
laryngectomy,  which  brings  the  cure  rate  to 


Table  4 

Patients  Treated  After  June  1964 

Three  Times  Per  Week  (21) 

A.  19  patients  are  alive. 

1.  18  NED  postradiation  tiierapy 

2.  One  NED  postradiation  therapy  and  laryngec- 
tomy. Patient  had  recurrence  18  months  post- 
radiation  therapy. 

B.  Two  patients  are  dead. 

1.  One  died  of  other  causes  iNED) 

2.  One  died  of  carcinoma  of  laryn.x.  Recurrence  was 
11  months  post  radiation  therapy. 

96'(  .    One    patient    is    cun'ently    receiving 
treatment  of  a  recurrence. 

Discnssiott 
Canlril,'  in  his  review  of  radiation  therapy 
in  cancer  of  the  larynx,  noted  that  the  first 
publication  of  successful  roentgen  therapy 
of  the  larynx  was  made  jointly  by  the 
laryngologist.  Hautant ;  the  radiation  thera- 
pist, Coutard ;  and  the  radiophysiologist, 
Regaud.  The  importance  of  a  cooperative 
multidisciplinary  approach  to  this  disease  is 
no  less  true  today  than  it  was  in  the  1920s. 

Summary 
The  results  of  irradiation  therapy  of 
carcinoma  of  the  true  vocal  cords  in  which 
mobility  of  the  cord  is  maintained  are  pre- 
sented. The  importance  of  a  cooperative  ap- 
proach to  this  disease  by  the  otolaryngol- 
ogist and  the  radiation  therapist  is  attested 
to  by  a  cure  rate  of  96'^/   in  this  series. 
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In  many  trades  the  employed  are  sub,iected  to  danger  from  the  carelessness  or  avarice 
or  ignorance  of  the  employers.  Every  year  the  State  is,  however,  very  properly  more 
and  more  interposing  and  shielding  the  \\orl;man  against  the  dangers  which  an  ignorant  or 
careless  master  brings  on  him.  But  in  other  cases  the  State  can  hardly  interpose  with  effect 
and  the  growth  of  sanitary  Ivnowledge  and  the  pressure  of  public  opinion  alone  can  work  a 
cure.  As  for  example:  In  the  case  of  the  dwellings  of  our  poorer  classes  in  many  parts  of 
the  country  the  houses  are  unfit  for  human  beings,  in  many  of  our  towns,  houses  are  put 
up  of  the  most  miserable  structure,  for  which  there  is  unhappily  no  lack  of  applicants,  or 
masters  oblige  their  men  to  work  in  rooms  or  foUow  plans  which  are  most  detrimental  to 
health.  But  even  in  such  cases  it  will  be  always  found  that  self  interest  really  indicates 
that  the  best  course  is  to  do  for  our  neighbors  as  for  ourselves.  Analyze  also  the  effect  of 
such  selfishness  and  carelessness  as  has  been  referred  to  on  the  nation  at  large  and  we 
shall  find  that  the  partial  gain  to  the  individual  is  far  more  than  counterbalanced  by  the 
injury  to  the  State,  by  the  discontent,  recklessness  and  indifference  produced  in  the  persons 
who  suffer,  and  which  may  have  a  disastrous  national  result.— "Bulletin  of  the  North  Carolina 
Board  of  Health."  March,  1896. 
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Radioisotopes  in  Clinical  Medicine 

LOCALIZATION  OF  THE   PLACENTA 

C.  Douglas  Maynard,  M.D.* 

One  of  the  principal  causes  of  bleeding 
in  the  third  trimester  of  pregnancy  is  pla- 
centa previa.  To  evaluate  the  position  of  the 
placenta,  x-ray  placentography  (including 
soft  tissue,  contrast,  and  displacement  tech- 
niques) is  used.  Although  these  procedui'es 
are  relatively  accurate,  they  are  complex, 
expose  the  fetus  to  radiation,  and  are  im- 
possible to  perform  at  the  bedside.  These 
disadvantages  have  led  to  the  development 
of  a  number  of  radioisotope  methods  for 
localization  of  the  placenta.  Since  1959  when 
Browne  and  co-workers'  first  employed 
radioactive  sodium,  many  different  radio- 
pharmaceuticals as  well  as  techniques  have 
been  introduced. 

Principle 
Because  the  placenta  contains  a  large 
pool  of  maternal  blood,  any  substance  which 
remains  in  the  intravascular  space  can  be 
employed  in  radioisotope  placentography. 
This  substance,  of  course,  must  be  labelled 
with  a  radioisotope  suitable  for  external 
detection. 

Radiopharmaceutical!^ 

A  large  number  of  radiopharmaceuticals 
have  been  employed  for  localizing  the  pla- 
centa. Among  these  are  human  serum  al- 
bumin (HSA)  tagged  with  iodine-131, 
chromium-51,  or  technetium-99m,  and  red 
blood  cells  tagged  with  chromium-51. 

The  most  commonly  employed  is  '^^I  HSA. 
It  has  the  advantage  of  a  long  half-life 
(eight  days),  satisfactory  energy  for  exter- 
nal detection  (364  Kev),  and  availability  in 
precalibrated  sterile  solutions.  Its  main  dis- 
advantage is  that  a  small  percentage  of  the 
'■■'^I  will  become  dissociated  from  the  albu- 
min, cross  the  placenta  barrier,  and  irra- 
diate the  fetal  thyroid.  It  is  necessary,  there- 
fore, to  administer  Lugol's  solution  prior  to 
the  procedure  to  decrease  the  radiation  dose 
to  the  fetal  thyroid. 


*James  Picker  Fellow  in  Radiologic  Research,  Depart- 
ment of  Radiology,  The  Bowman  Gray  School  of  Medicine 
of  Wake  Forest  University,  Winston-Salem,  North  Carolina. 


Human  serum  albumin  tagged  with  ""mTc 
is  superior  to  '''I  HSA  because  its  half- 
life  (six  hours)  and  lack  of  beta  emission 
reduce  the  radiation  to  the  fetus.  This  les- 
sened radiation  permits  the  administration 
of  a  sufficient  amount  of  the  radiopharma- 
ceutical to  get  a  scan  of  good  quality.  Also  its 
energy  of  140  Kev  is  excellent  for  scanning. 
The  main  disadvantage  of  the  ''"mTC  is  that 
just  prior  to  use  it  must  be  compounded, 
sterilized,  and  assayed ;  thus  it  is  only  feas- 
ible for  hospitals  with  specialized  equipment 
and  trained  personel. 

Also  employed  is  ■''  Cr  HSA.  It  has  a  pure 
gamma  emission  (320  Kev)  ;  its  half-life 
allows  extended  storage  (27.8  days)  ;  and 
it  is  commercially  available  in  precalibrated, 
sterile  solutions  ready  for  immediate  use. 
It  is  probably  the  agent  of  choice  for  small 
hospitals  performing  a  limited  number  of 
procedures. 

Chromium-51  can  also  be  utilized  in  radio- 
isotope placentography  by  tagging  the  pa- 
tient's erythrocytes.  The  procedure  is  ac- 
complished by  removing  20  cc  of  the  pa- 
tient's blood,  tagging  the  red  blood  cells 
with  radiochromium,  and  reinjecting  them. 
This  method  has  the  same  advantages  as 
those  with  '''Cr  HSA,  but  has  the  disad- 
vantage of  requiring  more  time  and  specially 
trained  technicians  to  perform  the  pro- 
cedure. 

Procedure 

At  the  North  Carolina  Baptist  Hospital 
we  employ  the  point  counting  technique.  The 
patient  is  brought  to  the  Nuclear  Medicine 
Laboratory  where  the  gravid  uterus  is 
marked  into  nine  equal  spaces  (Fig.  1). 
Thirty  to  50uc  of  "''Cr  HSA  is  administered 
intravenously.  After  10  to  15  minutes,  counts 
are  obtained  for  1  to  2  minutes  over  each 
area  employing  a  2  inch  sodium  iodide  crys- 
tal with  a  flat  field  collimator.  A  similar 
count  is  obtained  over  the  precordium,  and 
the  counts  over  each  of  the  nine  areas  are 
recorded  as  a  percent  of  this  total.  The 
placenta  is  identified  by  the  highest  count 
rate  (Figs.  2  and  3). 

Patient  Preparation 
The  only  radiopharmaceutical   for  which 
patient  preparation  is  necessary  is  '■"!  HSA. 
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Fig.  1.  Technique  for  marking  the  uterus.        Fig.  2.  Normally  implanted  placenta.  Fig.  3.  Placenta  previa. 


Then  the  patient  must  be  given  Lugol's  solu- 
tion prior  to  the  procedure  to  reduce  the 
radiation  to  the  fetal  thyroid. 

Clinical  Applications  and  Results 

Radioisotope  placentography  is  principally 
employed  in  the  evaluation  of  third  trimes- 
ter bleeding.  It  is  one  of  the  most  reliable 
procedures  for  placenta  localization,  with 
most  authors  reporting  an  accuracy  slightly 
greater  than  95 7o.  Johnson,  et  al."  reported 
an  accuracy  of  96.4%  in  86  cases.  The  major 
difficulty  in  localizing  the  placenta  by  means 
of  this  procedure  is  encountered  when  the 
placenta  is  implanted  posteriorly. 

Conclusion 

Radioisotope  placentography  affords  the 
clinician  a  simple,  accurate  procedure,  with 
an  extremely  low  radiation  exposure  to  the 
fetus  as  well  as  the  mother,  for  the  evalua- 
tion of  third  trimester  bleeding. 


Placenta  Localization 

Indications:  Third  trimester  bleeding 

Patient  preparation:  With  ^"'I  HSA,  Lugol's 
solution  prior  to  the  procedure.  None  is 
required  with  the  other  radiopharmaceu- 
ticals. 

Time    required   for    procedure:    Fifteen    to 

20  minutes 

Radiation  dose:  Considerably  less  than  with 
x-ray  placentography. 

Value  of  p)ocedtvre:  95%  accurate 

Li7nitations:  Posterior  implantations  are 
often  dificult  to  localize. 
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ADVERTISING  MATERIALS 

One  thing  which  strikes  citizens  of  the 
United  States  when  they  go  abroad  or  read 
foreign  publications  is  the  difference  in  ad- 
vertising material.  With  some  exceptions, 
the  ads  in  U.  S.  publications  are  much  live- 
lier, and  technically  better  executed  than 
those  of  other  countries.  Medical  journal  ad- 
vertising is  in  the  same  category,  and  like 
so  many  things  which  are  with  us  all  the 
time,  might  be  overlooked  despite  all  its 
colorfulness ;  so  it  is  not  amiss  to  call  it  to 
the  reader's  attention.  The  drug  industry, 
our  principal  advertisers,  are  eore  beset  at 


the  moment  by  controversies  over  generic 
drug  prescribing,  difficulties  with  the  intro- 
duction of  new  drugs,  and  a  rehash  of 
charges  made  and  refuted  in  the  past  con- 
cerning their  profit  patterns. 

Lest  we  forget,  the  drug  industry  supplies 
many  of  the  exhibits  at  the  annual  meeting 
of  the  Medical  Society  of  the  State  of  North 
Carolina  (exhibits  which  seem  to  attract  a 
lot  of  interest),  as  well  as  much  of  the  ad- 
vertising in  this  Journal  and  hence  much 
of  its  support.  The  industry  finances  a  sig- 
nificant amount  of  continuing  education, 
research,  and  medical  school  teaching  sup- 
port in  the  state.  The  JOURNAL  ads  them- 
selves present  factual  material  in  a  form 
more  easily  remembered  by  most  physicians 
than  a  small-print,  unillustrated,  black-and- 
white,  notice-style  account.  We  commend  the 
ads  for  what  they  contain,  how  they  look, 
and  what  they  represent  to  the  profession 
of  the  state. 


THE  CASE  FOR  MEDICAL  LITERACY 

The  uncommunicative  physician  is  almost 
a  contradiction  in  terms,  but  the  quality 
of  medical  communications  is  often  unbe- 
coming to  educated  men.  Writing,  which 
will  be  for  a  long  time  an  important  means 
of  enduring  communication,  is  often  espe- 
cially poor  in  medical  circles.  Writing  is 
learned  by  practice,  and  by  having  a  good 
critic  available.  In  medical  schools,  with  ob- 
jective tests  the  rule,  students  get  very  lit- 
tle practice  in  writing;  hence  whatever  skill 
in  that  craft  they  brought  with  them  to  med- 
ical school  goes  into  a  decline.  By  the  time 
the  clinical  years  are  reached  most  students 
write  wretched  histories  and  physical  ex- 
aminations. Read  in  court,  with  their  us- 
ual misspellings,  obscurities,  and  ungram- 
matical  constructions,  they  would  soon  have 
a  jury  thinking  physicians  were  clods.  Not 
that  one  expects  the  clinical  clerk  to  express 
himself  with  the  ease  and  directness  of  a 
great  literary  stylist;  it  is  just  that  his 
writing  often  reveals  his  inability  to  or- 
ganize the  material  he  has  learned  from  the 
patient,  or  should  have  learned.  As  a  con- 
sumer of  medical   literature,   passively   im- 
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mersing  himself  in  printed  facts  and  opin- 
ions, the  student  may  iiever  be  called  on  to 
analyze  the  worth,  or  clarity  of  exposition, 
of  the  material.  One  stimulus  to  such  an 
analysis  is  participation.  We  best  appre- 
ciate the  difficulty  in  achieving  par  in  golf 
after  trying  the  game. 

The  student  learns  these  basic  skills  of 
communication  by  actual  performance  and 
by  having  a  competent  person  criticize  it  all. 
The  senior  thesis  in  many  schools  is  the  only 
present  writing  exercise  which  brings  the 
student  to  grips  with  the  analysis  of  a  large 
amount  of  material  on  a  presumably  well- 
defined  topic :  it  is  a  duty  which  he  will  have 
with  him  the  rest  of  his  professional  life. 
Writing  is  difficult  for  many  because  it  re- 
quires the  writer  to  make  decisions,  starting 
with  the  choice  of  a  topic  and  progressing 
to  the  spelling  of  words.  Decision-making 
is  something  people  like  to  avoid.  But  physi- 
cians have  to  make  decisions.  Judging  the 
quality  of  scientific  papers  used  in  prepar- 
ing a  thesis  is  difficult,  but  this  too  is  a 
lifelong  obligation.  Organizing  a  mass  of  un- 
wieldy facts  is  tiresome,  and  again,  a  recur- 
ring task  for  physicians.  So  the  writing  of 
a  major  paper  is  a  good  exercise  for  the 
student  who  is  preparing  to  be  a  lifelong 
scholar,  one  of  the  stated  aims  of  most  medi- 
cal school  curricula.  As  a  beginner  in  this 
sort  of  work,  he  needs  the  constant  guid- 
ance of  a  senior  person,  one  who  has  done 
enough  writing  to  furnish  competent  help, 
and  who  is  willing  to  spend  the  needed  time. 
Since  there  are  faculty  members  who  do  not 
qualify,  or  begrudge  the  time,  if  the  student 
wants  to  find  faculty  agreement  that  he 
doesn't  have  to  write  a  thesis,  he  will  find 
such  comfort.  But  if  he  wants  to  learn  he 
will  save  his  time  and  get  to  work.  Those 
who  decry  the  "publish  or  perish"  doctrine 
will  cite  examples  of  fine  teachers  who  do 
not  write,  but  ignore  the  fact  that  most 
teachers  (including  most  of  the  "good"  ones) 
who  are  not  lazy,  who  have  ideas,  and  ambi- 
tion, do  write — they  want  their  ideas  to  get 
abroad  and  are  not  afraid  to  put  them  into 
the  intelectual  marketplace  to  be  judged. 
The  student  should  be  called  on  the  demon- 
strate hig  wares. 


As  a  final  remark  concerning  the  senior 
thesis,  and  this  is  not  of  a  philosophic  na- 
ture as  was  the  foregoing,  there  is  good 
reason  to  ask  that  the  senior  thesis  should 
usually  include  some  original  work,  and 
should  rarely  be  purely  a  literature  review. 
The  records  of  our  hospitals,  and  the  labora- 
tories of  our  medical  schools,  contain  ample 
material  for  senior  theses  in  greater  num- 
bers than  we  will  ever  have  seniors.  Review 
of  a  group  of  charts,  however  humble  the 
topic,  will  likely  make  a  better  recorder  of 
the  student  when  he  is  disappointed  by  the 
lack  of  careful  observation  usually  evident — 
for  example,  a  patient  enters  with  a  blinding 
headache  which  will  never  be  mentioned 
again  unless  the  nurses'  notes  are  available. 
When  the  local  experience  is  compared  with 
the  experience  of  other  people  in  other 
places,  the  differences  in  approach  are 
brought  home  in  a  way  that  idle  reading 
will  never  accomplish. 

Dr.  Wingate  Johnson  often  quoted  the 
remark  that  easy  writing  made  hard  read- 
ing. A  corollary  is  that  easy  reading  comes 
after  a  difficult  task  of  writing  has  been 
accomplished.  Rare  indeed  is  the  author 
who  does  not  have  to  rewrite,  often  many 
times.  Perhaps  reluctance  to  write  finally 
boils  down  to  not  having  ideas,  and  to  being 
unwilling  to  do  the  hard  work  connected 
with  organizing  what  ideas  and  material 
one  has.  Be  that  as  it  may,  once  in  his  medi- 
cal lifetime  a  physician  should  acquire  some 
appreciation  of  the  task  of  medical  writing. 
He  might  even  enjoy  it! 

^  *  * 

FILTHY  LUCRE  GETS  FILTHIER 
In  a  wry  sort  of  way.  Dr.  John  Klimas  has 
recently  pointed  out  a  side  effect  of  the 
debasement  of  our  "silver"  coins  that  could 
easily  have  been  overlooked.^  Using  no  grant 
funds,  he  took  a  couple  of  dimes  out  of  his 
pocket  and  pressed  them  onto  the  sui-face  of 
an  agar  plate  heavily  inoculated  with 
Escherichia  coli.  After  48  hours  of  incuba- 
tion the  organisms  had  all  died  within  a  few 
millimeters  of  an  old  "liberty  head"  dime, 
while  they  grew  happily  around  one  of  the 
new  "sandwich"  dimes.  Apparently  the  old 
90%  silver-10%    copper  coins  exert  enough 
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oligodynamic  action  to  inhibit  bacterial 
growth,  while  the  new  copper-nickel  dimes 
have  no  such  "zip."  Ever  kind  to  the  gov- 
ernment, Klimas  suggests  that  they  mighl; 
be  more  effective  against  algae.  People  who 
let  algae  grow  on  them  can  take  some  heart 
from  this,  but  the  rest  of  us,  who  accord- 
ing to  Rivers  are  covered  with  a  thin  film 
of  feces,  can  e.xpect  slight  thickening  of  the 
film  in  appropriate  places. 

It  now  remains  to  be  seen  whether  sym- 
pathetic magic  plays  a  role,  in  an  experi- 
ment in  which  the  old  silver  certificates  are 
immersed  in  liquid  medium  and  compared 
with  the  new  notes.  Here  the  experiment 
runs  into  a  greater  outlay,  and  the  money 
might  not  survive  the  experiment.  A  grant 
will  no  doubt  be  necessary. 
Reference 

1.  Klimas,  J.:  Oligodynamic  Action  of  Coins.  Amer  Teacher 
29:750-751    (Dec!    1967. 


Correspondence 

The  ability  of  physicians  to  maintain  life 
for  very  long  periods  in  the  unconscious  pa- 
tient raises  the  question  as  to  how  long  such 
skills  should  be  deployed.  As  physicians  we 
are  eager  to  promote  the  recovery  of  every- 
one who  can  do  so.  In  order  to  deprive  no 
one  of  his  chances  on  this  score  it  is  relevant 
to  know  the  longest  periods  of  coma  which 
have  been  followed  by  useful  survival. 

A  committee  of  the  Massachusetts  General 
Hospital  is  studying  our  own  records  and  the 
world  literature  to  determine  pertinent  fea- 
tures in  all  patients  who,  de.'ipite  coma  for 
over  5  tveeks,  have  made  a  useful  recovery. 
We  think  it  is  vital  not  to  overlook  any  well 
documented  patient  in  this  category.  We 
should  be  grateful  if  any  reader  of  this  jour- 
nal would  draw  our  attention  to  any  case 
published  under  a  title  which  is  not  indicative 
of  survival  after  prolonged  coma.  We  are  also 
eager  to  receive  accounts  of  such  cases  as 
yet  unreported.  A  publication  incorporating 
our  own  and  others'  data  is  planned. 
William  H.  Sweet.  M.D.,  D.Sc. 
Chairman,  Committee  on  Management  of  the 

Unconscious  Patient 
Massachusetts  General  Hospital 
Boston,  Massachusetts  02114 


Bulletin  Board 

COMING  MEETINGS 

Institute  on  Law  and  Medicine  i  North  Carolina 
Academy  of  General  Practice,  North  Carolina  Bar 
Association,  and  the  Medical  Society  of  the  State  of 
North  Carolina  >— North  Carolina  Bar  Center.  1025  Wade 
Avenue,  Raleigh,  June  1. 

Mountaintop  Medical  Assembly  i  Haywood  County 
Medical  Academy  )—Waynesville  Country  Club,  Waynes- 
ville.  June  20. 

Duke  University  Medical  Center.  Course  in  Medical 
MycologA— Durham,  July  8-August  3. 

Institute  on  Tuberculosis  and  Other  Respiratory  Dis- 
eases—Blue Ridge  Assembly,  Black  Mountain,  July 
8-11. 

Duke  University  Medical  Center,  Postgraduate  Course 
—Atlantis  Lodge,  Atlantic  Beach,  July  15-20. 

Eighth  Charlotte  Postgraduate  Seminar— Charlotte, 
October  2-3, 


News  Notes  from  the 
University  of  North  Carolina 

Dr.  Evelyn  Millis  Duvall,  author  of  textbooks  and 
reference  books  on  family  life,  spoke  to  nursing  stu- 
dents at  the  UNC  School  of  Nursing  in  early  April, 

She  discussed  "Family  Developmental  Tasks"  in  a 
two-hour  lecture. 

*    *    * 

The  13th  annual  meeting  of  the  Plastic  Surgery  Re- 
seai-ch  Council  in  Chapel  Hill  in  mid-April  attracted 
between  150  and  200  plastic  surgeons  from  the  U.  S. 
and  Canada. 

Dr.  Erie  E.  Peacock  of  the  UNC  School  of  Medicine 
is  chairman  of  the  Plastic  Surgery  Research  Council. 

*  :^        * 

A  15-state  seminar  for  dentists  who  deal  with  pa- 
tients in  institutions  for  the  mentally  retarded  was 
held  at  UNC  on  April  3-5. 

The  Association  of  Institutional  Dentists  conducted  a 
regional  meeting  under  the  sponsorship  of  the  Uni- 
versity of  Alabama,  the  University  of  North  Carolina 
here,  and  Murdoch  Center  at  Butner. 

*  -■•;       * 

"Medical  researchers  believe  that  they  are  coming 
close  to  controlling  hemophilia  ...  a  disease  that  af- 
flicts about  100,000  Americans,"  the  Wall  Street  Journal 
declared  in  a  front-page  article  recently. 

The  reason  is  that  researchers  at  the  UNC  School 
of  Medicine  have  been  instrumental  in  concentratuig 
the  clotting  substance  i  antihemophilic  factor^  in  blood 
which  will  halt  the  bleeding  in  hemophiliacs.  The  sub- 
stance is  missing  from  the  blood  of  bleeders. 

Dr.  Kenneth  M.  Brinkhous,  chairman  of  the  UNC 
Department  of  Patholog>-  and  head  of  the  research 
team,  is  quoted  by  the  Wall  Street  Jotu-nal  as  saying, 
"The  I  antihemophilic  I  factor  concentrates  promise 
to  revolutionize  the  management  of  serious  bleeding  in 
hemophihacs." 
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The  New  Enlarged  Program  of 

DISABILITY      INSURANCE 

APPROVED  AND  SPONSORED  BY 

The  Medical  Society  of  the  State  of  North  Carolina 

FOR  ITS  MEMBERS  SINCE  1940 
PLANS  DESIGNED  TO  MEET  PRESENT  DAY  NEEDS  UP  TO 

•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 

PLAN   L-7<^^«  > 


SEMI-ANNUAL  PREMIUMS 


Lifetime  Accident 

and 
7  years  Sickness 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  for 

Accidental 

Death 

Premium  Age 
40  and  Over 

fReduced  Premium 
To    Age  40 

$250.00 

Up   to   $50,000.00 

$5,000.00 

$244.50 

$183.50 

$200.00 

Up    to   $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 

Up   to   $30,000.00 

$5,000.00 

$148.50 

$111.50 

$100.00 

Up    to   $20,000.00 

$5,000.00 

$100.50 

$  75.50 

PLAN    L-65^^°"^'^'''"^ 


SEMI-ANNUAL  PREMIUMS 


Lifetime  Accident 

and 

for  Sickness, 

from  Inception  of 

Disability  to 

Your  Attainment 

of  Afire  65 

Up  to  2  Years 

from  Age  65 

to  Age  70 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  for 

Accidental 

Death 

Premium  Age 
40  and  Over 

fReduced  Premium 
To    Age   40 

$250.00 

Up   to   $50,000.00 

$5,000.00 

$292.00 

$219.25 

$200.00 

Up   to   $40,000.00 

$5,000.00j 

$234.50 

$176.00 

$150.00 

Up   to   $30,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00 

Up   to    $20,000.00 

$5,000.00 

$119.50 

$  89.75 

The  premiums  for  Plan  L-65  will  be  reduced  to  the  same  premium  as  for  Plan  L-7  at  age  5B.| 

Note:  The  above  rates  do  not  increase  at  age  50,  or  even  at  age  60! 
tOn  attaining  age  40,  age  40  rates  apply  on  renewal. 

J.  L.  CRUMPTON, 
State  Mgr. 

J.  Slade  Crumpton,  Assistant  State  Manager 

Professional   Group  Disability  Division 

COMMERCIAL   INSURANCE  COMPANY  OF  NEWARK,  N.  J. 

Member,  Continental  Insurance  Companies  Group  of  New  York 

Box  147,  Durham,  N.  C, 

If  more  information  is  needed  or  help  desired  in  completing  your  enroll- 
ment, please  call  us  collect: 

Area  Code  919— Phone  682-5497. 
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Arthur  C.  Stern,  an  air  pollution  and  smoke  abate- 
ment engineer  and  administrator  for  25  years,  has  been 
appointed  professor  of  air  hygiene  at  the  UNC  School 
of  Public  Health. 

He  has  been  assistant  director  of  the  National  Center 
for  Air  Pollution  Control  of  the  U.  S.  Public  Health 
Service  in  Bethesda,  Md.,  since  1961. 


Dr.  HoUister  is  director  of  the  Community  Psychia- 
try Section  in  the  Department  of  Psychiatry. 

The  new  education  and  action  project  will  be  car- 
ried out  through  the  51  state  congresses  and  the  48,000 
local  units  of  the  National  Congress  of  Parents  and 
Teachers.  Dr.  HoUister  is  the  national  mental  health 
chairman  for  PTA. 


A  federal  grant  will  make  it  possible  for  UNC  to 
conduct  a  survey  of  all  its  physical  therapy  graduates, 
to  review  the  course  of  study  for  physical  therapists, 
and  to  preview  the  educational  needs  of  future  phy- 
sical therapists. 

The  curriculum  study  and  development  project  by 
the  Division  of  Physical  Therapy  at  the  UNC  School  of 
Medicine  will  be  financed  by  a  $14,500  grant  from  the 
Social  Rehabilitation  Services  Division  of  the  U.  S. 
Department  of  Health,  Education  and  Welfare. 

The  grant  will  finance  the  first  year  of  a  proposed 

three-year  study. 

*  *    * 

"A  backlog  of  patients  will  be  a  measure  of  our 
success.'  says  Dr.  William  C.  Trier,  a  UNC  plastic 
surgeon  in  charge  of  a  new  medical  program  at  the 
N.  C.  Correctional  Center  for  Women  in  Raleigh. 

Once  each  week  since  early  January,  he,  another 
physician,  and  a  surgical  nurse  have  gone  to  the 
prison  infirmary  to  perform  surgery  and  to  interview 
and  examine  prospective  patients. 

The  program  for  female  inmates  is  an  extension  of 
a  similar  program  for  male  prisoners  started  at  Cen- 
tral Prison  in  Raleigh  more  than  four  years  ago. 

*  -i-    * 

The  National  Heart  Institute  has  awarded  about 
$26,850  to  UNC  to  continue  the  improvement  of  under- 
graduate teaching  in  the  area  of  heart  and  blood  ves- 
sel disease. 

The  project  director  is  Dr.  Ernest  Craige,  cardiologist 
at  the  UNC  School  of  Medicine  and  N.  C.  Memorial 
Hospital. 

The  hospital's  cardiac  catheterization  laboratory  is 
partially  supported  by  the  grant,  and  new  apparatus 
to  study  heart  sounds  has  been  purchased. 

*         K:         * 

The  National  Foundation— March  of  Dimes  awarded 
$39,885  to  the  Department  of  Pediatrics  at  N.  C.  Me- 
morial Hospital  to  continue  the  Birth  Defects  Treat- 
ment Center  for  another  year. 

The  first  grant  to  establish  the  center  was  made  in 
late  1962.  Since  that  time.  129  children  have  been  ac- 
cepted for  diagnostic  evaluation. 

N.  C.  Memorial  Hospital  is  the  425-bed  teaching  in- 
stitution for  the  University  of  North  Carolina  School 

of  Medicine. 

*  *    * 

The  National  Institutes  of  Health  has  approved  a 
$270,000  grant  for  a  nationwide  "Children's  Emotional 
Health"  education  project  to  be  directed  by  Dr.  William 
G.  HoUister,  psychiatrist  at  the  UNC  School  of  Medi- 
cine. 


Dr.  WiUiam  P.  Hood,  Jr.,  a  research  fellow  in  car- 
diology at  the  UNC  School  of  Medicine  and  N.  C.  Me- 
morial Hospital,  won  the  1968  Young  Investigators' 
Award  for  his  studies  of  the  main  pumping  chamber 
of  the  heart. 

He  was  among  the  10  finalists  who  presented  scien- 
tific papers  in  the  national  competition  at  the  17th  an- 
nual meeting  of  the  American  College  of  Cardiologists 
in  San  Francisco.  The  finalists  were  selected  from  53 
entries  in  the  competition. 

Dr.  Hood's  paper  was  entitled  "Wall  Stress  in  the 
Normal  and  Hypertrophied  Human  Left  Ventricle." 

*  *    * 

The  American  Cancer  Society  awarded  a  $20,000 
Institutional  Research  Grant  to  UNC  for  exploratory, 
pilot,  or  other  relevant  cancer  research. 

The  funds  are  for  use  throughout  the  university  for 
one  year  beginning  March  1.  Emphasis  is  on  research 
by  junior  faculty  members. 

*  :;:  * 

The  role  of  the  brain  in  originating  and  controlling 
breathing  will  be  studied  for  another  year  at  the 
UNC  School  of  Medicine  under  a  grant  of  almost 
$19,000. 

The  research  by  Dr.  Richard  L.  Glasser.  a  physiolo- 
gist, is  aimed  at  a  better  understanding  of  how  the 
central  nei-vous  system  regulates  breathing. 

*  ^:         +- 

Dr.  Doris  P.  Bradley  and  Miss  Margaret  I.  Rainey 
have  been  appointed  speech  pathologists  at  the  UNC 
School  of  Dentistry.  Dr.  Bradley,  coordinator  of  grad- 
uate training  in  speech  pathology  and  audiology  at 
the  University  of  Oregon  Medical  School  for  the  last 
three  years,  has  become  director  and  assistant  pro- 
fessor of  speech  pathology  at  UNC.  Miss  Rainey,  a 
speech  pathologist  with  the  Shorewood  Public  School 
System  in  Milwaukee,  Wis.,  for  the  last  seven  years, 
will  be  an  instructor  in  speech  pathology  at  the  UNC 

dental  school  beginning  Sept.  1. 

*  *    * 

Dr.  Stuart  B.  Fountain  of  High  Point  will  join  the 
UNC  School  of  Dentistry  on  Sept.  1  as  an  assistant 
professor  of  endodontics.  He  is  a  1965  UNC  dental  grad- 
uate and  for  the  last  two  years  has  been  a  research 
fellow  in  the  Department  of  Oral  Medicine  at  the  Uni- 
versity of  Pennsylvania  School  of  Dentistry  in  Phila- 
delphia. 

*  *    * 

Dr.  Ralph  H.  Boatman  of  Chapel  Hill  has  been  ap- 
pointed to  a  four-year  term  on  the  U.  S.  Public  Health 
Service's  National  Advisory  Allied  Health  Professions 
Council,  beginning  immediately. 
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He  is  chairman  of  the  Department  of  Health  Educa- 
tion at  the  UNC  School  of  Public  Health  here. 

*        :;:        * 

Applications  for  licenses  to  practice  psychology  in 
North  Carolina  are  now  being  accepted  by  the  re- 
cently established  N.  C.  State  Board  of  Examiners  of 
Practicing  Psychologists. 

Dr.  Mary  G.  Clarke,  chairman  of  the  new  Board  and 
director  of  psychological  services  at  N.  C.  Memorial 
Hospital  here,  said  that  licenses  will  be  issued  at  two 
levels:  il>  for  practicing  psychologists  with  doctoral- 
level  training:  and  i2i  for  psychological  examiners 
with  master's  degree-level  training. 

All  psychologists  in  private  practice  in  the  state  must 
be  licensed  by  June  30.  Exempted  from  the  law  are 
psychologists  on  full  salary  in  governmental  or  ed- 
ucational institutions. 

*  ^    * 

Dr.  J.  Bronowski,  one  of  the  world's  leading  human- 
ists, delivered  the  1968  John  Calvin  McNair  Lectures 
at  UNC  on  April  2-3. 

The  topic  was  'The  Meaning  of  Man— Contributions 
of  Biology  and  Medicine  to  Man's  Appraisal  of  Him- 
self." 

Dr.  Bronowski  is  deputy  director  of  the  Salk  Insti- 
tute for  Biological  studies  in  La  Jolla,  Calif. 

*  *    * 

Dr.  Moris  Schaefer,  chairman  of  the  Department 
of  Public  Health  Administration  at  the  UNC  School  of 
Pubhc  Health,  departed  for  South  America  in  late 
March  for  three  weeks  as  a  consultant. 

He  went  to  Argentina  under  auspices  of  the  Pan 
American  Health  Organization  to  consult  with  the 
Ministry  of  Health  on  health  manpower  problems 
and  the  organization  of  community  health  services. 

*  *    * 

Scientific  demonstrations  and  tours  were  on  the 
program  for  advanced  pre-medical  students  attend- 
ing an  annual  open  house  at  the  I'NC  School  of  Medi- 
cine in  late  March. 


care  with  dental  students  who  need  experience  in  car- 
ing for  patients,  a  UNC  dentist  reported  in  San  Fran- 
cisco, Calif. 

Dr.  Clifton  E.  Crandell,  a  specialist  in  oral  diagnosis 
and  treatment  planning  at  the  UNC  School  of  Dentistry 
said  the  results  of  a  computer  study  are  still  pre- 
liminary "but  it  is  possible  at  this  time  to  indicate 
tliat  the  use  of  linear  programming  and  operations 
research  in  dental  education  is  feasible." 

He  said  the  programming  techniques  are  quite  so- 
phisticated, but  he  cautioned  that  they  can  act  only 
as  a  guide  and  not  as  a  substitute  for  administrative 
judgment  in  dental  schools. 

*    *    * 

People  with  stiff  joints  have  accepted  the  age-old 
philosophy  that  heat— or  a  "hot  soak"— makes  their 
fingers  feel  better  and  makes  joints  in  their  fingers 
move  better. 

But  the  philosophy  has  lacked  any  factual  basis. 

The  "true"  effect  of  heat  on  the  small  joints  of  the 
hands  became  a  burning  question  to  physical  thera- 
pists at  UNC's  Hand  Rehabihtation  Center  because 
stiffening  of  these  joints  frequently  was  a  major  bar- 
rier to  rehabilitating  patients  with  hand  injuries. 

So,  armed  with  a  goniometer  for  accurately  measur- 
ing angles,  George  F.  Hamilton  selected  27  patients 
at  the  Hand  Rehabilitation  Center  and  made  a  study 
of  the  relative  effects  of  heat,  cold  and  exercise  in 
restoring-  motion  to  "really  stiff  fingers." 

Hamilton  is  director  of  physical  therapy  at  the 
Center. 

Following  various  treatments  and  combinations  of 
treatments,  Hamilton  concluded  that  neither  heat  nor 
cold  helped  significantly  to  restore  motion  to  stiff 
fingers. 

However,  the  exercise  routine  produced  a  signifi- 
cant improvement  in  finger  movement. 

Rather  surprisingly,  Hamilton  reports  that  combining 
heat  or  cold  with  exercise  produced  no  greater  im- 
provement than  exercise  alone. 


A  substance  developed  originally  as  a  water  softener 
is  being  mixed  into  a  before-meals  drink  to  treat  pa- 
tients at  N.  C.  Memorial  Hospital  who  have  two  types 
of  "high  blood  fat"  commonly  linked  to  increased 
risks  of  heart  disease. 

The  substance,  cholestyramine,  has  been  in  use  here 
for  about  three  years  in  an  attempt  to  reduce  the 
levels  of  fats  circulating  in  the  blood  of  patients  with 
hypercholesterolemia  and  endogenous  hyperlipemia. 

The  initial  purpose  of  the  study  was  to  lower  the 
bloocl-fat  levels  of  the  two  groups  of  patients.  The 
long-term  goal  is  to  see  if  lowering  blood  fats  will 
lower  the  risks  of  strokes  and  heart  attacks  in  these 
patients. 

The  study  is  under  the  direction  of  two  UNC  medical 
specialists,  Dr.   Harold  J.   Fallon,  biochemist  and  in- 
ternist, and  Dr.  James  W.  Woods,  cardiologist. 
*    *    * 

The  electronic  computer  seems  to  have  "merit  and 
great  potential"  in  matching  patients  who  need  dental 


The  National  Intern  Matching  Program  matched  all 
of  the  members  of  the  senior  class  at  the  UNC  School 
of  Medicine  to  33  different  U.  S.  hospitals  for  a  year 
of  internship  training  beginning  on  July  1. 

Nine  out  of  10  '92  per  cent)  of  the  UNC  medical  stu- 
dents expecting  to  receive  their  M.D.  degrees  in  June 
were  selected  for  one  of  their  first  three  choices  of 
hospitals. 

Sixty  per  cent   of  this  year's  graduates  will  go  to 
hospitals  of  their  first  choice,  while  another  33<:'r  will 
be  in  hospitals  selected  as  second  or  third  choices. 
*    *    * 

Town  and  gown  cooperation  in  Chapel  Hill  is  pro- 
ducing the  first  facility  in  the  United  state  for  the 
exclusive  study  of  the  strengths  and  weaknesses  of  a 
common  sewage  treatment  process. 

The  Town  of  Chapel  Hill  and  the  Department  of  En- 
vironmental Sciences  and  Engineering  at  the  UNC 
School  of  Public  Health  have  signed  an  agreement 
under  which  the  tov\n's  enlarged  Mason  Farm  Road 
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treatment  plant  will  be  operated  as  a  research  labora- 
tory, as  a  pilot  plant,  and  as  an  integral  part  of  the 

town's  treatment  system. 

*    *    * 

The  dental  assistant  training  program  at  UNC's 
School  of  Dentistry  is  being  expanded  this  year  from 
22  to  25  students. 

The  10-month  course,  beginning  July  14.  is  open  to 
any  graduate  of  an  accredited  high  school  who  has 
completed  a  typing  course. 


UNC  Psychiatric  Day  Unit 

The  Psychiatric  Day  Unit,  Department  of  Psychia- 
try, North  Carolina  Memorial  Hospital,  is  entering  its 
third  month  of  operation.  The  Director,  Liam  Daly, 
M.D..  emphasizes  a  multiple  approach  to  the  treat- 
ment of  nonhospitalized  day  patients. 

A  fairly  intensive  program  of  group,  family,  and  oc- 
cupational therapy  is  coordinated  with  the  drug  and 
individual  psychotherapy  regimen  of  the  referring 
physician. 

Patients  often  commute  to  the  unit  up  to  a  radius  of 
thirty  miles  although  the  unit  primarily  caters  to  pa- 
tients from  the  Orange-Person  Counties  area. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  University 

The  Bowman  Gray  School  of  Medicine  has  been 
awarded  a  $33,500  grant  by  the  National  Fund  for 
Medical  Education  to  support  a  study  aimed  at  deter- 
mining the  best  means  of  preparing  future  doctors  to 
meet  the  pressing  needs  of  a  changing  society. 

Headed  by  Dr.  Robert  L.  Tuttle.  associate  dean, 
the  pro.iect  calls  for  an  intensive  examination  of  fac- 
tors that  affect  the  medical  education  process.  Re- 
sults of  the  study  are  expected  to  enable  the  medical 
school  to  develop  a  more  flexible  curriculum,  to  im- 
prove methods  of  selecting-  students,  and  to  enhance 
the  medical  education  environment  in  general. 

The  two-year  grant  was  announced  by  M.  J.  Rath- 
bone,  board  chairman  of  the  National  Fund  for  Medical 
Education.  Support  for  this  project  was  provided  to 
the  National  Fund  through  a  grant  from  the  Merck 
Company  Foundation. 

*  *    * 

Dr.  James  A.  Harrill,  professor  of  otolaryngology  at 
the  Bowman  Gray  School  of  Medicine,  has  been  re- 
elected to  a  three-year  term  as  treasurer  of  the  So- 
ciety of  LIniversity  Otolaryngologists.  He  has  served 
as  treasurer  of  the  society  since  it  was  organized 
in   1964. 

Dr.  Harrill  served  as  chairman  of  the  third  annual 
meeting  of  the  society  March  2-3  in  Winston-Salem. 
Approximately  100  otolaryngologists,  representing  vir- 
tually all  of  the  medical  schools  in  the  United  States, 

attended  the  meeting. 

*  *    * 

The  Bowman  Gray  School  of  Medicine  was  featured 
in  the  February  issue  of  International  Medical  Digest 


and  International  Surgical  Digest  The  journals,  now 
in  their  42nd  year  of  publication,  are  published  by  the 
Hoeber  Division  of  Harper  and  Row  Publishers.  Inc. 

An  artist's  sketch  of  the  medical  center,  as  it  will 
look  in  1971  upon  the  completion  of  the  current  $30- 
million  building  program,  appears  on  the  cover  of 
the  publications.  The  issue  also  contains  an  historical 
sketch  of  the  medical  school  and  a  guest  editorial  on 
"Prog-rams  and  Priorities  in  Medical  Education,"  writ- 
ten by  Dr.  Manson  Meads,  dean. 

•  *    * 

The  53  senior  students  at  the  Bowman  Gray  School 
of  Medicine  will  take  their  internship  training  at  31 
hospitals  in  21  states.  Internship  appointments,  which 
will  become  effective  July  1,  were  made  through  the 
National  Intern  Matching  Program.  Seventy-eight  per 
cent  of  the  class  received  first-choice  appointments. 

•  ♦    * 

The  first  major  step  in  the  reorganization  of  the  para- 
medical education  programs  of  the  Bowman  Gray 
School  of  Medicine  and  North  Carolina  Baptist  Hos- 
pital has  been  accompUshed  with  the  estabhshment  of 
a  Division  of  Allied  Health  Sciences  of  the  medical 
school. 

Basically,  the  aims  of  the  plan  are  to  coordinate  and 
upgrade  the  present  program  of  paramedical  train- 
ing, to  investigate  new  areas  in  which  paramedical 
personnel  might  serve  productively,  to  develop  cur- 
ricula that  will  assure  proper  training  for  students  in 
new  paramedical  disciplines,  and  to  increase  the  pro- 
duction of  trained  personnel  for  health  team  respon- 
sibilities. 

A  well-qualified  administrator  will  be  appointed  in 
the  near  future  to  direct  the  paramedical  education 
programs.  Plans  for  the  program  will  be  further  im- 
plemented by  the  construction  of  a  55,000-square-foot 
building  which  will  meet  the  educational  needs  of  a 
student  enrollment  of  600,  double  the  size  of  the  pres- 
ent paramedical  student  body. 

The  facility,  which  will  be  completed  by  April,  1969, 
at  a  cost  of  approximately  $2  million,  will  permit  the 
centralization  of  paramedical  education,  a  relatively 
new  concept. 

•  *    * 

Clyde  T.  Hardy,  associate  dean,  participated  in  the 
American  Medical  Association's  second  National  Con- 
gress on  the  Socio-Economics  of  Health  Care  March  22. 
He  spoke  on  "Institutionally-Based  Groups." 

•  *    * 

Dr.  C.  Douglas  Maynard.  assistant  professor  of 
radiology,  presented  a  lecture  on  "Current  Status  of 
Radioisotopes  in  Nuclear  Medicine"  at  the  general 
assembly  of  the  American  Academy  of  Pediatrics 
March  20  in  Atlanta.  Ga.  On  the  previous  day  he  lec- 
tured on  "The  Uses  of  Radioisotopes  in  the  study  of 
the  Central  Nervous  System"  at  Emory  University 
School  of  Medicine. 

•  *    « 

Dr.  I.  Meschan.  professor  and  chairman  of  the  De- 
partment of  Radiology,  spoke  on    "The  Reticuloendothe- 
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lioses"  March  19  at  Walter  Reed  Army  Hospital,  Wash- 
ington, D.  C,  where  he  served  as  consultant. 

*  *    * 

Dr.  Donald  J.  Pizzarello.  associate  professor  of 
radiology,  presented  three  lectures  at  Northwestern 
University  School  of  Medicine  March  18-19.  He  spoke 
on  "The  Influence  of  Dose-Rate  on  the  Biological  Re- 
sponse to  Irradiation,"  "Abscopal  Effects  of  Partial- 
Body  Irradiation,"  and  "Post-Irradiation  Cell  Kinetics." 

*  *    * 

Dr.  Clark  E.  Vincent,  professor  of  sociology  and  di- 
rector of  the  Behavioral  Sciences  Center,  delivered 
keynote  addresses  for  social  agency  personnel  during 
conferences  held  in  March  at  Boston  University  and 
Milwaukee,  Wis.  His  topic  was  "Trends  of  Research  in 
Illegitimacy."  He  also  presented  the  banquet  address 
on  "Marital  and  Sexual  Health"  at  the  annual  meeting 
of  the  Orange  County  Medical  Society  March  10  in 
Orlando,  Fla. 


News  Notes  from  the 
Duke  University  Medical  Center 

The  Duke  University  Medical  Center  has  received 
a  $262,565  grant  from  the  W.  K.  Kellog  Foundation 
to  increase  interchange  between  the  medical  center 
and  private  physicians  in  the  areas  of  continuing  ed- 
ucation, research  and  clinical  medicine. 

The  foundation,  with  headquarters  in  Battle  Creek, 
Mich.,  will  make  the  funds  available  over  a  five-year 
period  and  will  aid  Duke's  Department  of  Community 
Health  Sciences  in  establishment  of  a  Physician  Sup- 
port Center. 

The  Physician  Support  Center  initially  will  work 
through  two  offices— one  at  Watts  Hospital  to  serve 
the  practicing  physicians  of  the  Durham  area,  and 
the  other  at  Duke  Hospital. 

The  office  at  Watts  Hospital  will  be  staffed  by  a 
faculty  member  from  Duke"s  Department  of  Com- 
munity Health  Sciences  who  will  work  in  the  teaching 
program  at  Watts;  a  bibliographic  librarian  to  pro- 
vide Watts  staff  physicians  with  journals,  books  and 
photocopies  of  requested  source  materials;  and  a 
secretary  to  provide  information  regarding  conferences, 
teaching  sessions  and  special  clinics. 

The  Duke  office,  staffed  by  a  faculty  physician,  will 
provide  liaison  with  Duke's  medical  faculty  and  pro- 
grams. He  will  develop  teaching  films,  audio  tapes 
and  other  informational  materials. 

Ultimately,  plans  call  for  the  Duke  office  to  serve 
center  offices  at  hospitals  in  other  communities  as 
well. 

In  announcing  its  grant,  the  Kellog  Foundation  ex- 
pressed the  belief  that  the  Physician  Support  Center 
"not  only  will  improve  Duke  ITniversity's  services  to 
and  relationship  with  physicians  of  Durham,  but  also 
will  point  to  the  eventual  fostering  of  similar  offices 
and  their  educational  and  research  services  to  physi- 
cians of  other  communities. 

*    *    * 

Part  of  a  long-term  program  of  research  at  Duke  Uni- 
versity aimed  at  finding  out  more  about  the  membranes 


of  cells  and  how  they  function  was  described  recently 
at  a  meeting  of  the  Federation  of  American  Societies 
for  Experimental  Biology. 

The  speaker  was  Dr.  Daniel  C.  Tosteson,  chairman  of 
Duke's  Department  of  Physiology  and  Pharmacology, 
one  of  five  researchers  on  the  project. 

Tosteson  said  the  group  is  interested  in  finding  out 
how  the  surface  membranes  of  cells  regulate  the  move- 
ment of  sodium  and  potassium  ions — electrically 
charged  atoms— between  the  inside  and  outside  of  the 
cells. 

Working  with  Dr.  Tosteson  are  Dr.  Thomas  E. 
Andreoli,  Dr.  John  W.  Gutknecht,  Dr.  MaKdalena  B, 
Tieffenberg,  and  Paul  H.  Cook. 

Other  technical  papers  from  Tosteson's  department 
were  presented  during  sessions  of  the  meeting  earlier 
in  the  week. 

One  involved  work  by  Keith  Butler,  a  graduate  stu- 
dent in  physiology  working  with  Tosteson,  who  has 
been  studying  the  ways  in  which  magnesium  ions 
activate  a  membrane  enzyme  which  is  involved  in 
sodium  and  potassium  transport. 

The  other  paper,  prepared  by  Dr.  and  Mrs.  Robert 
Eisenberg,  described  new  information  about  the  rela- 
tion between  the  ultra-structure  of  muscle  cells  and 
their  capacity  to  transmit  impulses  and  to  contract. 


Central  Coastal  Plains 
Health  Planning  Council 

The  recently  formed  Central  Coastal  Plains  Health 
Planning  Council  has  wasted  no  time  in  beginning  to 
fulfill  the  puropses  for  which  it  was  created.  This 
group  of  professional  health  service  personnel,  health 
service  consumers,  community  leaders,  and  interested 
private  citizens  from  Wilson  and  Greene  Counties  have 
as  their  main  objectives,  determination  of  health  serv- 
ices necessary  to  and  desirable  for  those  persons  living 
in  the  area  and  discovery  of  methods  for  providing 
these  services. 

One  of  the  first  needs  determined  by  the  Council  was 
the  necessity  of  up-grading  the  quality  of  health  serv- 
ices already  existing  in  the  planning  area.  Toward  the 
accomplishment  of  this  goal,  the  Council  is  sponsoring 
its  first  Symposium  at  1:30  P.M.  on  May  22.  1968  at 
the  Imeprial  Inn  in  Wilson.  Dr.  Thomas  Griffin  of 
Wilson  listed  the  goals  of  the  Symposium  as: 

1.  To  develop  a  connecting  link  for  free  interchange 
between  institutions  concerned  with  patient  care 
and  those  primarily  concerned  with  research  and 
teaching. 

2.  To  provide  methods  for  extending  and  coordinat- 
ing the  N.  C.  Regional  Medical  Program  objectives 

to  community  hospitals  by  use  of  a  communica- 
tion network. 

3.  To  develop  frequent  interchange  between  those 
practicing  in  the  field  and  those  concerned  with 
research  and  teaching. 

4.  By  leadership  and  example,  to  encourage  com- 
munity hospitals  to  become  learning  centers  for 
all  health  care  personnel. 

5.  To  stimulate  highly  motivated  and  capable  prac- 
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titioners  in  health  care  to  become  interested  and 
actively  involved  in  teaching  and  learning. 

In  commenting  on  the  program.  Dr.  Badie  T.  Clark. 
Chairman  of  the  Central  Coastal  Plain  Health  Plan- 
ning Council,  had  this  to  say: 

"The  need  for  continuing  education  of  all  health 
care  personnel  is  well  established.  There  is  no  question 
but  that  there  is  a  widening  gap  between  what  is  known 
and  what  is  practiced. 

"Although  there  may  be  ample  opportunities  for 
continuing  education  for  practitioners  in  large  centers 
with  medical  schools,  these  are  not  sufficiently  acces- 
sible to  play  a  measurable  role  in  practicing  physic- 
ians' efforts  to  stay  abreast.  It  is  becoming  increas- 
ingly obvious  that  a  physician  in  a  busy  rural  prac- 
tice needs  a  wide  variety  of  high  quaUty  educational 
opportunities  available  in  his  own  community  on  his 
own  terms.  .   .  ." 

Dr.  James  Lieberman.  will  address  the  group  con- 
cerning the  success  of  a  two-way  microwave  television 
system  presently  in  use  in  the  Atlanta  area  in  both 
diagnostic  consultation  and  continuing  health  and 
medical  education.  He  wiU  point  out  the  tremendous 
possibiUties  offered  by  this  medium  because  of  its 
immediacy,  visual  presentation,  and  emotional  impact. 
An  outgrowth  of  the  Symposium  could  be  discussions 
leading  to  the  establishments  of  such  a  network  in 
North  Carolina. 

In  addition  to  Dr.  Lieberman  and  Dr.  E.  T.  Bedding- 
field,    first    vice-president    of   the    Medical    Society    of 


the  State  of  North  Carolina,  several  other  distinguished 
health  service  specialists  are  scheduled  for  the  Sym- 
posium. Participation  of  the  out  of  state  speakers  will 
be  supported  by  a  grant  in  aid  to  the  Central  Coastal 
Plains  Health  Planning  Council  from  Merck  Sharpe 
&  Dohme. 

The  symposium  will  end  following  a  6:00  P.M.  dinner 
meeting  and  summary  of  findings  presented  by  Dr.  E. 
Harvey  Estes,  chairman  of  the  Department  of  Com- 
munity Health  Sciences,  Duke  Medical  Center,  Durham. 

Physicians,  hospital  administrators  and  trustees,  and 
health  education  leaders  are  invited  to  attend. 


North  Carolina  Heart  Association 

Ethical,  moral  and  legal  problems  of  heart  trans- 
plantation as  well  as  other  fomns  of  human  experi- 
mentation will  be  studied  by  a  15-member  Committee 
on  Ethics  named  by  the  American  Heart  Association. 
The  Ethics  Committee  membership,  which  includes 
outstanding  leaders  in  the  fields  of  medicine,  law, 
religion,  education  and  communications,  was  an- 
nounced by  Dr.  Lewis  E.  January,  past  president  of 
AHA  and  chairman  of  its  Central  Committee  on  Medi- 
cal and  Commimity  Program. 

Chairman  of  the  Ethics  Committee  is  Dr.  Eugene 
A.  Stead,  Florence  McAlister  Professor  of  Medicine, 
Duke  University.  He  is  a  past  President  of  the  North 
Carolina  Heart  Association  and  a  member  of  the  Board 
of  Medicine,  National  Academy  of  Science. 


"COKE  HAS  THE  TASTE  N'OU  NEVER  GET  TIRED  OR" 
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Dr.  James  F.  Toole,  professor  of  neurology.  Bow- 
man Gray  School  of  Medicine,  and  Dr.  James  Cleland, 
Dean  of  the  Chapel.  Duke  University,  have  been  named 
to  the  Committee. 

The    Ethics    Committee    held    its    first    meeting    on 
March  26  and  27  in  New  York  City. 
*    *    * 

The  North  Carolina  State  Board  of  Health  recently 
released  the  Provisional  Vital  Statistics  Report  for  the 
year  ending  December  31.  1967.  This  report  indicates 
that  deaths  from  cardiovascular  diseases  decreased 
from  22,726  in  1966  to  22,567  in  1967. 

Based  on  the  statistics.  159  fewer  persons  died  from 
heart  and  blood  vessel  diseases  in  1967  than  died  in 
1966.  while  overall,  there  were  11  fewer  deaths  for  the 
same  period  in  North  Carolina. 

The  North  Carolina  Heart  Association  notes  that 
there  appears  to  be  a  slight  decrease  in  the  number  of 
people  succumbing  to  heart  disease,  intracranial  vas- 
cular disease,  and  other  cardiovascular  renal  diseases 
from  the  preceding  year,  1966.  However,  the  Pro- 
visional Vital  Statistics  Report  goes  on  to  point  up 
that  there  has  been  an  increase  in  the  deaths  from 
arteriosclerosis  and  nephritis  during  the  same  period. 

Other  leading  causes  of  death  in  North  Carolina  in 
1967  were  cancer — 5,819:  motor  vehicle  accidents— 
1.749;  influenza  and  pneumonia— 1,290;  and  diabetes — 
786.  Of  these,  cancer  and  diabetes  showed  an  increase 
over  the  1966  totals. 

The  North  Carolina  State  Board  of  Health  statistics 
reflect  the  fact  that  of  all  deaths  registered  in  North 
Carolina  in  1967,  53.24%  were  due  to  cardiovascular 
renal  diseases. 


News  Note 

Wallace  Pharmceuticals  is  undertaking  to  advance 
the  educational  qualities  of  its  professional  representa- 
tives. Five  of  the  North  Carolina  force  are  now  en- 
gaged in  a  five  week  training  course  at  Wallace  Divis- 
ion headquarters.  They  are  Robert  E.  Brendle.  George 
P.  Wyrick.  Jimmie  R.  Martin.  Kelway  L.  Howard  H, 
and  Fitzhugh  H.  Vass,  who  in  the  future  will  be  work- 
ing with  North  Carohna  physicians  concerning  new 
drugs  introduced  and  bringing  up  to  date  information 
on  new  indications  for  established  agents. 

This  company  exemplifies  a  useful  concern  in  aid- 
ing busy  physicians  to  gain  current  evaluations  on  its 
products. 


The  John  and  Mary  R.  Markle 
Foundation 

Among  25  young  scientists  recently  appointed  as 
Markle  Scholars  in  Academic  Medicine  by  the  John 
and  Mary  R.  Markle  Foundation,  three  are  affiliated 
with  North  Carolina  institutions.  The  Foundation  will 
pay  the  sum  of  $30,000,  at  the  rate  of  $6,000  a  year  for 
five  years,  to  each  medical  school  at  which  a  Scholar 
will  teach  and  conduct  research.  The  medical  school 
is  free  to  use  this  sum  in  whatever  way  it  will  best 


aid  the  Scholar's  development  as  a  teacher,  investi- 
gator, or  administrator. 

The  three  North  Carolina  Scholars,  their  fields  oi 
interest,  and  the  institutions  which  will  reecive  the 
$30,000  grants  for  their  support  are  Richard  Janeway. 
M.D..  neurology.  Bowman  Gray  School  of  Medicine; 
John  C.  Parker.  M.D.,  internal  medicine,  University  of 
North  Carolina  School  of  Medicine;  and  Eric  A.  Pfeif- 
fer,  psychiatry,  Duke  University  School  of  Medicine. 

Eighty-two  medical  schools  nominated  one  of  their 
faculty  members  for  the  Markle  grants  this  year. 
The  25  winners  were  selected  by  six  committees  of  ed- 
ucators and  other  professional  men.  The  grants  will 
begin  July  1.  1968. 


association  of  american 
Medical  Colleges 

Thirty-one  junior  and  senior  U.  S.  medical  students 
have  been  awarded  Foreign  Fellowships  which  will 
enable  them  to  obtain  supervised  medical  experience 
in  developing  areas  of  the  world,  the  Association  of 
American  Medical  Colleges  announced  recently. 

The  Fellowships  are  made  possible  by  a  grant  from 
Smith  Kline  &  French  Laboratories. 

The  primary  objective  of  the  Fellowships  is  to  pro- 
vide students  with  an  opportunity  to  benefit  from 
unusual  clinical  experiences  and  familiarize  them- 
selves with  medical,  cultural,  and  social  problems 
different  from  their  own.  They  will  be  stationed  in 
mission  hospitals  and  outpost  medical  facilities. 

Among  the  1968  winners  is  David  Seligson  of  Duke 
University  School  of  Medicine,  who  will  be  stationed  at 
Manambaro  Hospital,   Fort  Dauphin,   Madagascar. 


Institute  of  International  Education 

On  May  1  the  Institute  of  International  Education  will 
officially  open  its  competition  for  1969-1970  United 
States  Government  and  foreign  graduate  grants  for 
academic  study  or  research  abroad,  and  for  profes- 
sional training  in  the  creative  and  performing  arts. 

HE  annually  conducts  competitions  for  U.  S.  Gov- 
ernment scholarships  provided  under  the  Fulbright- 
Hays  program  as  part  of  the  educational  and  cultural 
exchange  program  of  the  U.  S.  Department  of  State, 
and  for  grants  provided  by  various  foreign  govern- 
ments, universities,  and  private  donors. 

Candidates  who  wish  to  apply  for  an  award  must 
be  U.  S.  citizens  at  the  time  of  application,  have  a 
bachelor's  degree  or  its  equivalent  before  the  begin- 
ning date  of  the  grant  and,  in  most  cases,  be  profi- 
cient in  the  language  of  the  host  country.  Selections 
will  be  made  on  the  basis  of  academic  and/or  profes- 
sional record,  the  feasibility  of  the  applicant's  proposed 
study  plan,  language  preparation,  and  personal  quali- 
fications. Preference  will  be  given  to  applicants  be- 
tween the  ages  of  20  and  25. 

Apphcants  in  the  field  of  medicine  must  have  an 
M.D.  at  the  time  of  application. 

Information  and  application  forms  may  be  secured 
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from  the  Information  and  Reference  Services  Division 
of  the  Institute  of  International  Education,  809  United 
Nations  Plaza,  New  York,  N.  Y.  10017,  or  from  any  of 
HE'S  regional  ofices  in  ChicaRO,  Denver,  Houston, 
San  Francisco  and  Washington,  D.  C. 

All  requests  for  application  forms  from  at-large  can- 
didates must  be  postmarked  by  October  15. 


American  Academy  of 
Orthopaedic  Surgeons 

The  first  practical  course  on  emergency  care  and 
transportation  of  critically  ill  and  injured  persons  to 
be  held  in  Atlanta,  under  sponsorship  of  the  Com- 
mittee on  Injuries  of  the  American  Academy  of  Ortho- 
paedic Surgeons,  is  scheduled  for  June  5-8  at  the 
Westminster  Schools,   142  W.   Paces  Ferry   Rd.,   N.W. 

Invited  to  attend  the  three-and-a-half  day  course 
of  lectures  and  demonstrations  are  ambulance  attend- 
ants, firemen,  policemen,  nurses,  safety  engineers, 
rescue  squads,  public  health,  civil  defense,  and  other 
officials  dealing  with  the  initial  handling  of  members 
of  the  public  ill  or  hurt  in  accidents. 

The  advance  training  meeting  is  expected  to  attract 
registrants  from  the  Southeastern  states.  It  is  to  be 
given  in  cooperation  with  the  Fulton  County  Medical 
Society  and  the  Greater  Atlanta  Traffic  and  Safety 
Council. 

For  information  and  registration  forms,  those  in- 
terested may  write  to  Robert  E.  Wells,  M.D.,  1938 
Peachtree  Road,  N.  W..  Atlanta,  Georgia  30309. 


u.  s.  department  of 
Health,  Education,  and  Welfare 

A  new-  publication  designed  to  aid  the  physician  in 
selecting  and  prescribing  wheelchairs  for  his  patients 
has  been  issued  by  the  Public  Health  Service,  accord- 
ing to  Dr.  John  J.  Walsh,  Director,  Division  of  Direct 
Health  Services. 

The  publication,  "Wheelchair  Prescription,"  is  the 
first  of  a  Rehabilitation  Guide  Series.  It  is  aimed  at 
augmenting  the  resources  available  to  the  practicing 
physician  to  enable  him  to  assist  his  disabled  patients 
toward  independent  living.  It  should  also  prove  useful 
to  other  health  professionals  who  may  be  responsible 
for  obtaining  wheelchairs  for  disabled  persons. 

Single  copies  of  the  booklet  'PHS  Publication  No. 
16661  are  available  on  request  from  the  Rehabilitation 
Medicine  Branch,  7915  Eastern  Avenue,  Silver  Spring, 
Md.  20910.  Bulk  quantities  may  be  obtained,  at  20 
cents  per  copy,  from  the  Superintendent  of  Docu- 
ments, U.  S.  Government  Printing  Office,  Washington, 
D.  C.  20402. 


People  can  receive  the  best  possible  health  care  only 
if  physicians  are  informed.  Thus,  the  ultimate  goal 
of  research  is  not  mere  acquistion  of  knowledge,  but 
the  widest  dissemination  of  that  knowledge  for  the 
benefit  of  people  everywhre,  says  the  North  Carolina 
Heart  Association. 


The  Month  in  Wasliin^ton 

The  American  Medical  As.sociation  stated 
that  the  regional  medical  programs  had 
showed  good  progress  in  the  early  stages  but 
urged  that  Congress  order  an  early  evalua- 
tion by  a  non-government  agency. 

The  AMA  position  was  outlined  by  Bland 
W.  Cannon,  M.D.,  of  Memphis,  Tenn.,  a 
member  of  the  Association  Council  on  Medi- 
cal Education,  in  testimony  before  the  House 
Subcommittee  on  Public  Health  and  Wel- 
fare. The  subcommittee  was  considering 
Administration  legislation  to  extend  the  reg- 
ional medical   program  law  for  five  years. 

Subcommittee  members  reacted  favorably 
to  an  AMA  recommendation  that  the  ex- 
tension be  for  only  three  years.  Some  of  the 
congressmen  also  indicated  opposition  to 
a  recommendation  by  Michael  DeBakey, 
M.D.,  of  Houston,  Texas,  that  appropria- 
tions for  the  regional  medical  programs  be 
increased  sharply. 

"There  is  some  concern  that  the  prolifera- 
tion of  federal  health  programs  substantially 
contributes  to  the  rise  in  health  care  costs," 
Dr.  Cannon  said.  "For  this  reason,  we  are 
pleased  that  H.  R.  15758  provides  for  an 
evaluation  of  the  program.  We  would  sug- 
gest, however,  that  the  evaluation  begin 
July  1,  1968,  rather  than  July  1.  1969,  since 
'evaluation'  should  be  an  integral  part  of  the 
planning.  We  also  suggest  that  the  sub- 
committee consider  further  amending  Sec- 
tion 102  to  provide  that  the  evaluation  shall 
be  made  by  a  non-government  agency.  .  .  . 

"We  recommend  that  the  subcommitee 
delete  the  open-end  authorization  for  funds 
for  the  four  fiscal  years  ending  after  June 
30,  1969.  In  view  of  the  fact  that  we  are  still 
dealing  with  a  relatively  untried  program, 
we  believe  it  would  be  wise  to  limit  the 
authorization  to  such  sums  as  this  subcom- 
mittee may  determine  to  be  reasonable, 
rather  than  to  provide  for  'such  sums  as 
may  be  necessary  for  the  next  four  fiscal 

years.'  " 

*     *     * 

Henry  Brill,  M.D.,  chairman  of  the  AMA's 
Committee  on  Alcoholism  and  Drug  Depend- 
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ence,  said  that  the  AMA  supported  the  part 
of  the  legislation  authorizing  federal  grants 
for  construction  of  facilities  for  a  new  pro- 
gram for  alcoholic  and  narcotic  addict  re- 
habilitation. 

"However,"  he  said,  "we  have  long  felt 
that  funds  for  staffing  and  operation  are 
properly  the  responsibility  of  the  community, 
once  the  major  burden  of  construction  has 
been  met  with  federal  assistance.' 
*     *     * 

The  American  Medical  Association  and 
the  Association  of  American  Medical  Col- 
leges announced  a  joint  policy  designed  to 
increase  the  number  of  medical  students. 

The  statement  "emphasized  the  urgent  and 
critical  need  for  more  physicians  if  national 
expectations  for  health  services  are  to  be 
realized,"  and  listed  immediate  long-range 
-steps  that  should  be  taken. 

Immediate  steps : — 

1.  Increase  the  enrollment  of  existing 
medical  schools. 

2.  Foster  curricular  innovations  and  other 
changes  in  the  educational  programs  which 
could  shorten  the  time  required  for  a  medi- 
cal education  and  minimize  the  costs. 

3.  Meet  the  need  for  innovation  in  educa- 
tional programs  and  encourage  diversity 
in  the  character  and  objectives  of  medical 
schools.  The  development  of  schools  of 
quality  where  a  primary  mission  is  the  prep- 
aration of  able  physicians  for  clinical  prac- 
tice as  economically  and  rapidly  as  possible 
is  to  be  encouraged. 

"A  longer-range  approach  to  the  need 
for  physicians  is  the  development  of  new 
medical  schools,"  the  statement  said.  "This 
approach  will  not  solve  our  immediate,  ur- 
gent need  for  more  physicians,  but  it  is  es- 
sential for  meeting  the  national  needs  of 
1980  and  beyond. 

"To  implement  the  measure  enumerated 
above  will  require  adequate  financial  sup- 
port from  governmental  and  various  private 
sources  for : — 

"1.  Construction  of  facilities  to  expand  en- 
rollment of  existing  schools  and  to  create 
new  schools. 

"2.  Suport  of  the  operational  costs  of 
medical  schools. 


"3.  Stimulation  and  incentive  for  educa- 
tional innovation  and  improvement." 

*     *     * 

Wilbur  J.  Cohen,  a  key  proponent  of  medi- 
care, was  named  by  President  Johnson  to 
succeed  John  W.  Gardner  as  secretary  of 
Health,  Education,  and  Welfare. 

Cohen,  now  54,  started  with  the  federal 
government  in  the  early  thirties  and  helped 
draft  the  social  security  program.  Recog- 
nized by  Congress  as  an  expert  on  social  se- 
curity, he  was  the  leading  architect  of  medi- 
care and  played  a  prominent  role  in  getting 
Congressional  approval  of  the  program. 

He  had  been  undersecretary  of  HEW 
since  June,  1965.  For  the  previous  four 
years,  he  had  been  assistant  secretary  of 
HEW. 

At  a  news  conference  following  his  ap- 
pointment to  the  top  HEW  post,  Cohen 
foresaw  health  care  accounting  for  as  much 
as  50  percent  of  total  welfare  costs.  He 
urged  that  voluntary  private  health  insur- 
ance be  improved.  But  he  said  that  he  did 
not  believe  private  programs  could  be  im- 
proved sufficiently  to  eliminate  the  need  for 
government  help  in  dealing  with  the  health 
care  needs  of  low  income  groups  and  the  dis- 
abled. 

"Medicare  and  medicaid  have  had  some 
impact  on  higher  medical  costs,"  Cohen  said. 
"But  I  think  doctors'  costs  are  going  to  taper 
off.  Hospital  costs  are  going  to  continue  to 
rise  but  there  is  a  problem  of  antiquated 
and  inefficient  methods.  This  can  be 
changed." 

Soon  after  Gardner's  resignation  became 
effective,  Cohen  announced  major  steps  in 
the  reorganization  of  HEW's  health  activi- 
ties. Unified  direction  of  HEW's  major 
health  agencies  was  assigned  to  Dr.  Philip 
R.  Lee,  Assistant  Secretary  for  Health  and 
Scientific  Affairs.  Dr.  William  H.  Stewart, 
Surgeon  General  of  the  Public  Health  Serv- 
ice, was  named  principal  deputy  to  Dr.  Lee. 

Dr.  Lee  was  given  direct  authority  over 
the  Public  Health  Service  and  the  Food  and 
Drug  Administration.  Dr.  Stewart  and  Food 
and  Drug  Commissioner  James  L.  Goddard, 
M.D.,  will   report   directly  to  the  Assistant 
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Secretary,  while  continuing  to  carry  out 
their  present  administrative  functions. 

Dr.  Lee's  responsibility  also  was  expanded 
to  include  overall  health  policy  direction  and 
coordination  of  other  health  programs,  in- 
cluding medicare,  medicaid  and  the  health 
activities  of  the  children's  bureau. 

In  a  reassignment  of  agency  responsibili- 
ties, the  National  Institutes  of  Health  was 
expanded  to  include  the  present  NIH,  the 
Bureau  of  Health  Manpower,  and  the  Na- 
tional Library  of  Medicine.  The  Health 
Services  and  Mental  Health  Administration 
was  set  up  with  responsibility  for  all  other 
functions  previously  assigned  to  the  Public 
Health  Service.  These  two  new  agencies, 
along  with  the  present  Food  and  Drug  Ad- 
ministration, now  make  up  an  expanded  and 
more  comprehensive  Public  Health  Service. 


31it  iHemoriam 

Graham   Ballard   Barefoot,   M.D. 

When  Graham  Barefoot  joined  our  Advanced  Guard 
on  September  11,  1967,  our  profession  lost  one  of  our 
most  respected  and  distinguished  members. 

His  career  upon  graduation  from  Atkinson  High 
School,  followed  by  a  B.S.  Degree  from  Wake  Forest 
College  in  1921  and  an  M.D.  Degree  from  Jefferson 
Medical  College  in  Philadelphia  in  1923,  was  one  of 
service  to  the  people  of  Southeastern  North  Carolina. 
As  a  general  practicioner  in  Chadbourn  from  1925  to 
1929,  following  an  internship  and  residency  at  the 
James  Walker  Hospital,  Graham  endeared  himself  to 
his  many  patients  and  is  fondly  remembered  through- 
out Columbus  County. 

Due  to  overwork  and  the  resulting  impairment  of  his 
health  Graham  was  forced  to  give  up  the  arduous 
demands  of  general  practice  in  1929.  After  postgraduate 
courses  in  radiology  and  pathology  at  the  University 
of  Pennsylvania  and  Jefferson  Medical  College  under 
Dr.  Mangus,  he  assumed  the  duties  of  radiologist  and 
pathologist  at  the  James  Walker  Hospital  in  1931. 
There  he  became  the  first  physician  to  practice 
radiology  in  Southeastern  North  Carolina  and  headed 
the  Department  of  Radiology  at  the  James  Walker 
Hospital  until  the  hospital  closed  in  June,  1967,  a 
period  of  36  years.  He  continued  the  practice  of 
radiolog>-  upon  the  opening  of  the  New  Hanover  Me- 
morial Hospital.  During  this  period  his  kindness,  un- 
derstanding and  patience  towards  those  suffering  from 
incurable  mahgnancy,  to  which  he  subsequently  suc- 
cumbed, will  long  be  remembered  by  his  associates 
and  those  families  he  helped. 

Graham's  contributions  and  interest  in  the  welfare 
and  future  of  medicine  covered  his  entire  career.  He 


held  membership  in  the  American  Medical  Association, 
the  New  Hanover  County  Medical  Association,  of  which 
he  was  president  in  1956,  the  Medical  Society  of  the 
State  of  North  Carolina,  the  North  Carolina  Radiological 
Society  of  which  he  was  president  in  1945,  and  the 
North  American  Radiological  Society.  His  many  con- 
tributions behind  the  scenes  to  the  smooth  functioning 
of  the  Medical  Society  of  the  State  of  North  Carolina 
through  the  forties  and  fifties  will  always  be  appre- 
ciated by  those  who  worked  closely  with  him.  These 
included  the  election  of  several  state  presidents,  and 
an  hour's  entertainment  for  700  people  in  Asheville. 
North  Carolina,  when  a  nationally  known  band  failed 
to  appear. 

Graham  Barefoot  was  recognized  by  the  alumnae 
of  Wake  Forest  College  when  he  served  on  the  Board 
of  Trustees  from  1946  to  1949.  He  was  also  a  member 
of  St.  John's  Lodge  No.  1  A.F.  &  A.M.  Scottish  Rights 
bodies,  and  the  Shrine.  He  was  intimately  associated 
with  his  church  and  was  a  ruhng  elder  in  St.  Andrews- 
Covenant   Presbyterian    Church. 

Graham  Barefoot's  devotion  to  his  family  paralleled 
his  devotion  to  medicine  and  his  patients.  Those  for- 
tunate enough  to  be  a  part  of  one  of  the  family  gather- 
ings will  long  cherish  the  wholesome  memory  of  people 
hving  together   for  one   another. 

We  will  miss  his  cheery  smile  and  friendly  con- 
fidence, we  sorrow  with  his  fine  family;  the  here- 
after will  be  the  richer  for  his  being  there. 

Therefore,  be  it  resolved,  that  this  memorial  be 
spread  upon  the  minutes  of  the  New  Hanover  Me- 
morial Hospital  and  a  copy  be  sent  to  his  family  and 
the  news  media. 

Joseph  W.  Hooper,  Jr.,  M.D. 


Fred  Gwyn  Woodruff,  M.D. 

When  Fred  Gwyn  Woodruff,  general  practitioner  of 
medicine  in  High  Point,  died  at  the  High  Point  Me- 
morial Hospital  on  February  4,  1968,  he  had  served  on 
the  medical  staff  of  the  hospital  longer  than  any  other 
member.  From  1921  to  1968  he  rendered  uninterrupted 
dedicated  service  to  thousands  of  patients. 

Born  in  Alleghany  County  on  June  29.  1888,  the  son 
of  Welborn  A.  and  Nancy  Rector  Woodruff,  he  must 
have  inherited  from  them  and  the  mountain  country  the 
stamina  which  enabled  him  to  withstand  the  onslaughts 
of  time  and  the  stringent  circumstances  of  family  prac- 
tice in  town  and  country. 

Dr.  Woodruff  received  his  primary  education  at 
Bridle  Creek  Academy.  He  obtained  his  undergrad- 
uate education  at  Weaverville  College  and  the  Uni- 
versity of  North  Carolina,  where  he  also  completed 
his  first  two  years  of  medical  study.  He  transferred 
to  the  Medical  College  of  Virginia  for  the  remaining 
two  years,  receiving  the  M.D.  degree  in  1917. 

Not  long  after  he  came  to  High  Point  in  1921,  the 
Burrus  Clinic  was  organized  by  the  late  Dr.  John  T. 
Burrus.  Dr.  Woodruff  became  an  associate  member 
of  this  clinic.  During  the  latter  few  years  of  his 
practice  his  health  was  failing,  and  he  spent  several 
periods   as  a  patient  at  the  hospital.   His  first  wife, 
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the  former  Miss  Bert  Nichols,  was  the  mother  of  his 
only  child,  who  was  given  her  father's  name,  Fred 
Gwyn  Woodruff.  His  second  wife,  Margaret  Thompson 
Woodruff,  died  August  11,  1960.  He  is  survived  by  his 
daughter,  Mrs.  Adolph  Stecher  of  Woodridge,  Virginia. 
Dr.  Woodruff  was  especially  noted  for  his  deep  in- 
terest in  the  welfare  of  each  of  his  patients.  He  was 
always  gentle  and  kind,  and  had  been  known  to  spend 
hours  at  a  time  at  the  home  of  critically  ill  patients. 
He  had  a  fine  sense  of  humor  and  was  a  favorite  among 
his  professional  colleagues.  With  great  respect  his 
friends  bring  this  brief  sketch  of  his  life  before  the 
Guilford  County  Medical  Society,  and  request  that  it 
be  spread  on  the  minutes  of  this  society  and  a  copy 
sent  to  his  daughter  and  her  family. 

Guilford  County  Medical  Society 


Medical  Center  for  the  provision  of  care  to  medically 
indigent  children.  He  developed  a  program  for  the 
transportation  of  medically  needy  children  to  the 
University  of  North  Carolina  Dental  School  for  dental 
care.  He  also  carried  on  several  studies  of  congenital 
malformations  in  children  in  cooperation  with  the 
National  Institutes  of  Health. 

Dr.  Young  was  honored  last  year  when  Halifax 
County  was  selected  by  the  National  Commission  on 
Community  Health  Services  to  perform  a  self-study 
of  health  needs  and  resources.  Halifax  County  was 
the  only  rural  county  selected. 


Robert    Foster   Young,   M.D. 

Dr.  Robert  Foster  Young,  Local  Health  Director  for 
Halifax  County,  died  February  21  at  Duke  Hospital.  He 
was  59. 

Dr.  Young  had  served  as  Local  Health  Director  for 
Halifax  County  since  1946.  He  pioneered  in  offering 
public  health  nursing  service  to  patients  discharged 
from  mental  hospitals. 

The  North  Carolina  Public  Health  Association  hon- 
ored Dr.  Young  in  1950  and  again  in  1966  by  presenting 
him  the  Reynolds  Award.  He  pioneered  in  the  develop- 
ment of  maternity  and  infant  care  service  in  a  rural 
setting.  He  developed  affiliation  with  Duke  University 


Wyeth    Supplies    First    Coral    Snake    Antivenin 

The  first  U.  S.  licensed  and  produced  Antivenin  to 
combat  the  potent  poison  from  the  North  American 
eastern  coral  snake  has  been  developed  by  Wyeth 
Laboratories  and  is  now  available  in  the  nine  states 
where  coral  snakes  are  found.  Wyeth  Laboratories, 
Philadelphia  pharmaceutical  manufacturer,  has  donated 
as  a  public  service  enough  Antivenin  (Micrurus  ful- 
vius)  to  treat  patients  bitten  by  the  eastern  coral  snake. 

In  the  ceremonies  at  the  National  Communicable 
Disease  Center  headquarters  in  Atlanta,  Lex  M.  Cow- 
sert  of  Wyeth's  Washington,  D.  C,  office,  presented 
a  large  supply  of  Antivenin  (Micrurus  fulvius)  to  Dr. 
David  J.  Sencer,  Director  of  the  National  Communi- 
cable Disease  Center  of  the  United  States  Public 
Health  Service.  Additional  supplies  will  also  be  pre- 
sented  to  state   health   departments   and  poison  con- 
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trol  centers  in  the  states  of  Georgia,  Florida,  Ala- 
bama, Arkansas,  Louisiana,  Mississippi,  North 
Carolina,  South  Carolina,  and  Texas. 

These  states  cover  the  total  area  in  which  Micrurus 
fulvius— the  eastern  coral  snake  and  a  subspecies 
M.  f.  tenere— are  found.  Wyeth  Laboratories  is  supply- 
ing the  Coral  Snake  Antivenin  without  charge  to  desig- 
nated centers  in  these  states  so  that  Antivenin  will 
be  available  immediately  whenever  a  coral  snake  bite 
is  reported. 

"We  are  supplying  health  centers  in  these  nine 
states  with  enough  Coral  Snake  Antivenin  to  meet 
all  emergency  cases  in  the  foreseeable  future,"  H.  F. 
AuBuchon,  Wyeth's  Vice  Presiednt  for  Marketing,  ex- 
plained. "The  National  Communicable  Disease  Center 
in  Atlanta  will  be  the  central  repository  for  Coral 
Snake  Antivenin,  but  Wyeth  is  also  giving  emergency 
supplies  to  each  State  Health  Department  and  Poison 
Control  Centers  in  the  nine  states." 

Wyeth  Laboratories  also  produces  the  only  U.  S. 
licensed  Antivenin  for  the  poisons  from  pit  vipers- 
rattlesnakes,  copperhead,  and  cottonmouth  moccasins— 
Antivenin  (Crotalidaei  Polyvalent,  which  is  available 
from  Wyeth   warehouses  across  the   country. 

When  a  bite  by  a  coral  snake  is  reported  in  the 
nine-state  area,  the  physician  or  hospital  should  notify 
the  State  Health  Department  or  the  nearest  Poison 
Control  Center  to  arrange  for  an  immediate  supply  of 
Antivenin. 


Classified  Advertisements 

PHYSICIANS  WANTED:  Positions  are  available  for 
Psychiatrists,  Generalists.  Internists,  and  General 
Surgeons  in  a  2300  bed  psychiatric  hosiptal.  Emphasis 
on  community  outreach.  Salaries  open  and  competi- 
tive. Benefits  include  a  40-hour  work  week;  3  weeks 
vacation;  10  days  accumulative  sick  leave;  10  paid 
holidays;  liberal  retirement  and  disability  benefits. 
Conveniently  located  in  a  progressive,  small  city  28 
miles  south  of  the  Blue  Ridge  Parkway.  Close  to 
large  shopping  areas.  Contact:  J.  Iverson  Riddle, 
M.D.,  Superintendent,  Broughton  Hospital,  Morgan- 
ton,  N.  C.  28655  M 

"Emergency  Department  Physicians.  Full  time  cov- 
erage in  350  bed  commimity  hospital.  Last  year 
25,000  visits  and  increasing.  Excellent  physical  facili- 
ties. Well  qualified  medical  staff.  Delightful  place  in 
which  to  live  with  many  cultural  and  recreational 
opportunities.  Guarantee  of  $24,000,  but  can  earn 
more  after  Administrator,  Memorial  Mission  Hospi- 
tal,  Asheville,   North   Carolina."  AM 

Partner  urgently  needed  to  associate  with  37  year  old 
G.P.  to  replace  partner  leaving  the  state.  Very  busy 
dual  practice  in  North  CaroDna's  largest  city.  Ex- 
cellent hospital  and  office  facilities.  Fine  medical 
community.  Exceptional  financial  opportunity.  Hos- 
pital privileges  require  one  year  any  type  residency. 
Reply:  C.  O.  Chrysler,  3319  Gresham  Place,  Charlotte, 
North   Carolina.   28211  TF 


When  eating  fads 
of  teens  or  tots 

Lead  to  a  sudden 
case  of  "trots" 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . .  soothes  colicky  pain  with  paregoric* 
. . .  consolidates  tiuid  stools  with  pectin 
. . .  adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 

In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy  nec- 
essary. 


Parepectoliri 


Each  fluid  ounce  of  creamy  white  suspension  contains; 

*Paregoric   (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  ( ''i  grain)  15  mg.  per  fluid 

ounce. 

Harnitif/ :  may  be  habit  forming 

Pectin .^  .  (2'^  grains)  162  mg. 

Kaolin   (specially  purified)    . '.  .  .  (85  grains)  5.5  Gm. 
(alcohol  0.69':(  ) 
Usual  Children's  Dose:    One  or  two  teaspoonfuls  three 
times  daily. 
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Dilantin 

(diphenylhydantoin) 


PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  Is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  w/ill  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a  substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  w/ith  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy,  fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis.  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a  syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 
Parke,  Davis  &  Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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President's    Farewell    Address 

Robert  A.  Ross,  M.D. 


The  purpose  of  a  final 
address  by  the  president 
of  our  Society  is,  as  I  see 
it,  to  account  for  his 
stewardship,  to  trans- 
mit any  information  con- 
\^^^^^^  cerning  the  functioning 
^^■^^^^^H  of  the  organization  that 
^^Bw  ^^^^k  h^  might  have  acquired, 
.H^^H  ^^^^H  and  if,  a  rare  possibility, 
he  has  any  perception  of  a  wise  sense  of 
direction  for  the  future,  to  state  it.  A  man 
of  greater  judgment  has  said  that  the  func- 
tion of  a  human  being  is  "to  be,  to  be  seen, 
to  do  and  to  depart."  To  this  simple  course 
I  have  only  envy.  I  must,  however,  express 
a  sense  of  sincere  gratitude,  a  keen  appre- 
ciation of  the  efforts  of  many,  and  a  deep 
feeling  for  having  been  chosen  by  my  peers 
to  join  the  confederation  of  illustrious  doc- 
tors who  have  devoted  themselves  in  self- 
less endeavor.  In  rereading  the  addresses  of 
all  the  past  presidents,  it  would  be  wonder- 
ful to  indulge  in  the  beautiful  rhetoric,  the 
pardonable  hyperbolies,  the  graceful  phrases, 
and  the  evident  familiarity  of  all  that  is 
good  that  has  been  written  or  spoken. 

Doctor  and  Patient 

We  know  what  has  happened  to  these  "old 
fashioned  doctors" ;  and  Hudson  has  asked, 
"What  has  happened  to  the  old  fashioned 
patient?" 

The  demands  on  the  "new"  doctor  are 
greater,  the  sum  total  of  his  effort  toward 
mankind  is  greater,  the  variety  of  patients 

Delivered  at  the  One  Hundred  and  Fourteenth  Annual 
Session  of  the  Medical  Society  of  the  State  of  North 
Cjioliua,   Pinehurst.    N.    C,    May    13.    19B8. 

From  the  Department  of  Obstetrics  and  Gynecology, 
University  of  North  Carolina  School  of  Medicine,  Chapel 
Hill,  N.  C    27514. 


is  manifold,  and  the  opportunity  for  easing 
a  tired  heart  or  a  tired  mind  is  still  present 
and  still  responded  to.  The  new  doctor  is 
more  conscious  of  the  understandable  gaps 
and  the  lag  in  the  transmission  of  informa- 
tion and  is  more  eager  to  close  these  gaps. 
He  is  conscious  of  the  help  that  is  readily 
available  to  aid  in  sustaining  health  and  life. 
And  he,  more  than  any  who  think  of  the  mass 
rather  than  the  individual,  knows  that  health 
and  life  cannot  be  assured  by  medical  care 
alone.  He  is  more  likely  to  find  an  expedi- 
tious and  workable  plan  to  bring  those  who 
are  medically  inarticulate  to  the  source  of 
aid,  with  less  financial  and  psychic  trauma, 
than  those  fascinated  by  theories  and  in- 
animate calculation.  We  do  encounter  the 
occasional  medical  dilettante,  but  he  is  recog- 
nized and  controlled  within  the  medical  body. 
The  "old  fashioned"  patient  in  some  in- 
stances has  become  one  of  the  "avant  garde" 
and  likely  talks  of  and  participates  in  the 
new  "modern"  dimension  of  medicine 
labelled  'socio-economic."  In  simple  terms 
this  signifies  a  dynamic  change  in  the  Ameri- 
can environment.  The  e.xpert,  the  innovator, 
the  investigator  must  share  his  knowledge, 
and  his  findings  must  be  made  available  to 
all — to  the  masses.  The  great  discoveries,  the 
painstaking  investigations,  the  scrupulous 
studies,  as  soon  as  they  are  revealed,  invoke 
an  immediate  request — even  demand — that 
they  be  applied  for  real  or  imaginary  ills. 
This  influences  consumer  expectations.  The 
old  order  has  been  upset  and  the  physician 
finds  himself  the  target  of  many  socio-eco- 
nomic forces — forces  that  are  striving  to 
change  the  private  practice  of  medicine  into 
a  social  service  available  to  all  as  needed  or 
demanded.^ 
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Socio-economic  Aspects 

As  mentioned  before,  the  individual  wants, 
needs,  and  trusts  his  physician;  at  the  same 
time  the  patient  generally  favors  and  sup- 
ports social  reforms  adverse  to  the  physician 
and  his  ability  to  function  as  a  personal 
doctor.  These  forces  are  often  hostile  and 
often  unsympathetic  to  the  physician,  his 
beliefs,  and  his  training.  The  future  is  clear. 
He  must  do  more  than  simply  practice  his 
profession  conscientiously,  though  this  is  his 
main  strength;  he  must  also  join  the  social 
groups  and  attempt  to  enlighten,  to  affect 
their  attitudes,  and  to  direct  their  judgment 
towards  health  services. 

We  have  done  well  in  the  recent  past,  but 
we  are  being  indicted  by  Monday  morning 
(iuarterbacks,  most  of  whom  have  not  been 
on  the  gridiron  in  body  and  psychic  contact 
with  a  human  being.  The  practice  of  medi- 
cine is  not  a  spectator's  sport.  Can  the  chaos 
and  ineffectiveness  in  city  planning,  racial 
relations,  brutal  war,  migration  from  farm 
labor  to  urban  frustration,  irreconcilable 
labor  postures,  transportation,  and  indeed 
the  welfare  state,  all  be  placed  on  the  door- 
step of  medical  education  and  organized 
medicine?  If  "the  time  is  out  of  joint,"  it  is 
not  all  the  fault  of  organized  medicine.  Or- 
ganized medicine  devotes  more  time  to  study, 
self-analysis,  and  continuing  education  than 
any  other  group  of  scientists  or  so  called 
study  groups.  Self-analysis,  yes,  but  culpa- 
bility, no. 

Medical  Education 

Page-  senses  the  danger  of  medical  schools' 
becoming  service  organizations  instead  of 
the  Grove  of  Academe.  He  outlines  their 
expected  functions :  teach  medical  students ; 
train  paramedical  students;  do  the  major 
part  of  medical  i-esearch ;  conduct  large  pro- 
grams of  postgraduate  education ;  service 
many  governmental  committees  and  volun- 
tary health  organizations :  and  practice 
medicine.  And  now  medical  schools  are  called 
upon  to  take  the  responsibility  for  the  health 
of  the  community  and  such  social  problems 
as  control  of  population,  environmental  pol- 
lution, abolishment  of  poverty  by  the  "best 
possible  medical  care,"  creation  of  psycho- 


logical environments  in  which  human  beings 
can  develop  and  prosper,  the  cost  and  use 
of  drugs  and  cosmetics  and  the  food  we  eat. 

These  demands  might  suggest  two  alterna- 
tives :  one,  a  practical  institution  for  the 
training  of  practitioners  and  delivery  of 
health  care;  the  other,  an  institution  little 
concerned  with  social  responsibilities. 
Neither  is  desired  nor  an  average  of  the 
two.  It  is  possible  for  a  school  to  preserve 
an  atmosphere  of  scholarly  endeavor  and, 
as  Dean  Dietrick  suggests,  to  utilize  the  up- 
graded community  hospitals  in  the  respon- 
sibility of  health  care  for  the  community, 
including  training,  teaching,  emergency 
care,  and  community  health  education. 

The  irrevocable  tragedy  would  be  not  to 
build  on  this  solid  foundation  of  medical 
education  and  medical  practice.  Perhaps 
there  was  an  imbalance,  but  most  educational 
institutions  are  built  on  departments,  and 
good  teachers  and  good  doctors  were  and  are 
present.  Be  that  as  it  may,  the  trend  and 
ground  swell  is  evident  whether  we  like  it 
or  not.  Politics  and  war  will  not  alter  this 
trend  for  long.  With  our  deep  involvement — 
and  it  is  deep —  and  if  we  were  given  the 
choice  and  the  means,  it  would  be  difficult  to 
produce  the  type  of  doctors  who  are  most 
desired  and  at  the  same  time  respond,  in  a 
manner  fashioned  by  others,  to  the  present- 
day  social  emphasis.  The  institutions  can 
make  adjustments,  though  painful,  and  the 
doctor  can  continue  to  treat  patients  in  spite 
of  inept  interference  and  debilitating  frus- 
trations.-* 

If  two  decades  ago  we  had  had  accurate 
discernment  regarding  the  cost  and  man- 
power involved  in  present-day  dialysis  tech- 
niques, heart  surgery,  intensive  care  and 
organ  transplantation,  would  the  federal 
agencies,  hospital  trustees,  and  foundations 
have  reacted  favorably  and  promptly?  Prob- 
ably not.  Yet  many  hours,  many  people,  and 
much  effort  made  the  present-day  excellence 
possible.  Should  funds  have  been  diverted 
to  other  endeavors  or,  more  important,  are 
we  to  lose  what  we  have  gained  in  basic  and 
applied  resarch  and  its  clinical  application? 

Support  for  Science 
Science   has   had   excellent   support  from 
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federal  funds  for  a  decade.  The  recent  trend 
in  support  probably  reflects  the  thinking 
and  desires  of  the  citizens.  Whatever  the  in- 
fluences, whether  from  within  or  without, 
these  opinions  are  passed  on  to  the  legisla- 
tive bodies.  The  federal  Research  and  De- 
velopment funds  are  indicative.  Formerly, 
more  than  half  of  the  appropriations  to  sci- 
ence went  to  the  Pentagon  and  the  NASA ; 
now  more  than  half  of  these  funds  are  con- 
trolled by  other  agencies.  Whereas  the  ap- 
propriation to  social  science  was  negligble, 
this  year  it  was  raised  to  $238  million ;  the 
present  budget  puts  increased  emphasis,  and 
money,  on  applied  scientific  research.  An  ad- 
ministrative directive  instructed  the  NIH 
to  place  more  emphasis  on  improved  patient 
care  and  less  on  long-range  research. 

The  impact  of  Vietnam  certainly  is  per- 
tinent, but  there  is  evidence  that  the  public 
fascination  with  science  was  cooling  anyway. 
The  problems  regarding  our  domestic  envir- 
onment have  demanded  attention.  The  striv- 
ing is  for  national  goals,  rather  than  the  ac- 
quisition of  knowledge  for  its  own  sake. 

Medical  Students 

The  students  in  our  medical  schools,  our 
future  physicians,  have  felt  the  currents, 
crosscurrents,  and  undercurrents  of  the 
socio-economic  philosophies  which  are  in- 
fluencing all  citizens.^  Indeed,  it  is  remark- 
able that  they  have  maintained  a  degree  of 
equanimity  and  purposefulness  more  sub- 
stantial than  that  of  other  students.  They 
do  sense  a  need  for  curriculum  changes,  for 
a  greater  opportunity  to  let  their  desires  be 
known,  to  participate  in  directing  the  ed- 
ucational patterns  toward  what  they  con- 
sider a  more  plausible  and  applicable  plan 
for  today  and  for  the  future.  It  is  the  ex- 
ceptional student  or  group  that  does  not  ap- 
preciate the  historic  medical  past,  the  rapid 
advances  in  the  immediate  past,  and  the  op- 
portunities that  lie  in  the  future.  In  our  own 
state,  we  have  profited  by  the  mature  think- 
ing of  students,  the  creditable  presentation 
of  their  work,  and  the  advantage  of  a  healthy 
dialogue.  They  do  not  feel  beholden  to  our 
society;  they  are  grateful  for  an  intelligent 
and  forthright  interchange.  We  must  devote 


all  possible  time  and  effort  to  maintain  this 
relationship. 

Federal  and  State 

After  many  national  health  conferences, 
seminars,  White  House  conferences,  and  my- 
riad health  studies  over  the  years,  it  is  not 
too  surprising  to  find  the  recent  Report  of 
the  Health  Manpower  Commission  conclud- 
ing that  the  problem  is  too  big  for  the  fed- 
eral government  or  any  single  group  to  solve. 
The  medical  profession  is  the  sheet  anchor 
and  bedrock  of  efforts  toward  health.  The 
AMA  House  of  Delegates  was  in  general 
agreement  with  the  report.  The  House's  dif- 
ferences were  constructive  and  clearly 
stated. 

In  response  to  the  recent  Comprehensive 
Health  Planning  and  Public  Health  Services 
Act  (Public  Law  89-749),  the  AMA  House 
of  Delegates  adopted  a  report  which  con- 
cludes that  "the  planning,  organization  and 
distribution  of  health  facilities  and  services 
are  a  prime  responsibility  of  organized  medi- 
cine— a  responsibility  that  should  be  given 
higher  priority  among  the  various  activities 
of  medical  societies  at  the  state  and  local 
levels."  In  North  Carolina  this  opporunity 
lies  chiefly  in  workshop  participation.  By 
ruling,  the  Advisory  Board  must  include  a 
majority  of  consumers,  which  is  reconcil- 
able ;  yet  there  are  only  two  practitioners  of 
medicine  on  the  Board,  which  is  a  bit  more 
ditticult  to  reconcile.  An  "M.D."  is  not  auto- 
matically a  "provider." 

Our  members  have  contributed  enormously 
to  the  planning  of  the  Regional  Medical  Pro- 
gram and  stand  ready  to  help  in  any  phase 
of  the  operation  of  the  program.  The  staff 
develops,  approves,  and  finances  the  project 
with  the  aid  of  the  Board  of  Directors  and 
advice  of  the  Advisory  Board. 

The  Eastern  Appalachia  program  be- 
latedly came  to  the  attention  of  our  Council 
and  received  support,  including  trips  to 
Washington,  meetings  in  Raleigh,  and  pres- 
entation to  the  AMA  by  our  delegates.  It  is 
our  hope  that  this  five-county  endeavor  will 
succeed. 

The  "State  of  Franklin"  mu\'ement  is  a 
unique  approach  in  the  interest  of  the  health. 
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welfare,  and  education  of  our  westernmost 
counties.  Members  of  our  Society,  the  dis- 
trict councilor,  and  cognizant  committee 
chairmen  and  officers  attended  sessions  in 
these  counties  and  gave  endorsement  to  the 
Academy  of  Medicine  and  the  joint  hospital 
confederation  seeking  accreditation. 

The  "Coastal  Plains"  program  has  been 
studied,  and  the  officers  of  our  Society  stand 
ready  to  be  of  service. 

The  recently  documented,  intelligent,  and 
workable  suggestions  regarding  health  per- 
sonnel and  methods  of  rendering  health 
measures  to  the  people  of  Eastern  Carolina 
have  the  active  and  continuing  support  of 
our  Society. 

Time  and  effort  have  been  devoted  to  help- 
ing inform  the  State  Welfare  Department, 
the  budget  commission,  and  related  agencies 
about  the  enormous  obligations  implicit  in 
implementing  Article  XIX.  It  is  our  belief 
that  we  have  more  factual  data,  including 
the  experience  of  other  states,  notably  New 
York  and  California,  regarding  the  total 
management  of  the  sick  and  ailing  than  do 
most  agencies.  It  is  evident  that  the  medical 
profession  must  continue  to  offer  subsidy  in 
carrying  out  our  primordial  obligations  to 
render  aid  to  all  the  people  of  the  state.  We 
consider  this  a  bounden  duty,  although  with 
understandable  reluctance,  when  posed 
aaginst  road  construction,  food  stamps,  com- 
pensation for  those  representing  the  indolent 
incarcerated  in  their  right  to  appeal,  and 
other  such  privileges  which  are  now  con- 
sidered rights.  Our  soul-satisfying  work, 
freely  given,  among  the  needy  has  been 
shaken  by  the  now  legislated  "right"  to  de- 
mand services,  with  some  disregard  for  the 
"usual,  customary,  prevailing,  and  reason- 
able' fee  for  service. 

The  Industrial  Commission  remains  the 
most  intransigent,  though  the  Medical  Direc- 
tor and  our  State  Society  committee  have 
worked  diligently. 

Time  and  Effort 
It  is  most  difiicult  to  be  pragmatically  se- 
lective in  allocating  hours  and  eft"orts.  These 
demands  are  made  on  everyone.  The  days 
are  too  short  and  the  "ergs"  are  too  few. 
Every   project   is   important,    every   project 


will  contribute  to  the  common  welfare,  every 
project  is  demanding.  The  word  "research" 
has  lost  its  charisma  through  commonplace 
application  and  overuse  (in  fact,  when  one 
uses  the  dictionary  he  is  doing  research) . 
The  now  compelling  phrase  is  "continuing 
education,"  regardless  of  who  continues  ed- 
ucation for  what,  or  whether  these  matters 
are  clearly  defined  or  whether  education  was 
ever  begun,  had  ceased,  become  disjointed  or, 
if  carried  to  an  end,  would  be  worthwhile. 
In  justification,  there  must  be  promise  of  a 
contribution  to  the  temporary  or  eternal  wel- 
fare of  a  human  being,  or,  hopefully,  to 
humanity.  It  must  be  more  than  a  talisman, 
an  attractive  cliche  or  Longfellow's  odd 
rallying  around  a  "strange  device." 

Wordsworth  complained,  "The  world  is 
too  much  with  us,"  and  it  has  continued  to 
accelerate  and  impose;  perhaps  "Stop  the 
world,  I  want  to  get  off"  is  now  under- 
standably applicable.  Some  solace  is  forth- 
coming when  I  read  that  last  year  I  said, 
"The  doctor  is  only  one  of  many  components 
of  society  that  are  under  pressure.  The  ques- 
tion is  how  much  change  we  can  effectively 
manage  within  a  given  period,"  and  how 
much  reserve  does  anyone  have.  Actually, 
the  right  people  for  the  right  cause  have  al- 
most unlimited  reserve. 

Aid  Sources 

Too  much  cannot  be  said  in  praise  of  our 
Auxiliary,  its  officers  and  its  programs. 
Their  direct  efforts  are  visible;  it  is  dif- 
ficult to  evaluate  their  indirect  benefits. 

Our  various  committees  labor  throughout 
the  year.  The  present  one  studying  our  or- 
ganization and  functioning  will  surely  point 
to  greater  usefulness,  greater  involvement, 
with  a  conservation  of  our  time  and  energy. 
It  is  likely  that  our  entire  structure  will 
change,  but  the  individual  and  his  contribu- 
tion will  remain.  All  of  our  relationships 
with  our  headquarters  staff,  our  districts 
and  our  counties,  have  been  meaningful: 
there  will  be  changes,  there  will  be  innova- 
tions. The  willingness  of  each  member  to 
accept  assignments  and  carry  through  can- 
not be  improved. 

There  is  another  group  who  work  tireless- 
ly  in   the   interest   of   "their   doctor,"   who 
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find  that  this  work  in  itself  is  ample  reward, 
who  immediately  and  effectively  rally  to  the 
cause  of  the  doctor,  and  who  can  and  do 
affect  the  policy  makers,  the  opinion  molders 
and  those  forging  legislation ;  and  they  do 
it  equally  well  or  even  better  than  we  doc- 
tors :  the  medical  assistants. 

The  devotion  of  these  women  is  uncanny, 
their  fervor  is  unlimited,  and  their  inef- 
fable charm  and  effectiveness  seem  inex- 
haustible. They  have  pledged  their  national 
organization  to  act  in  independent  fashion ; 
their  only  union  is  one  of  dedication. 

Our  relationship  with  the  commercial  in- 
surance companies,  and  especially  the  payor 
for  Medicare,  has  been  excellent.  The  consoli- 
dation of  the  Blue  Cross-Blue  Shield  agencies 
is  welcomed.  They  are  sympathetic  and  un- 
derstanding. Historically,  this  merger  was 
recommended  by  a  committee  from  our  So- 
ciety in  1934. 

Medical  Costs  and  Effort 

The  Taxpayers  Federation  of  Illinois 
analyzed  the  working  hours  and  budget  of 
the  average  American  worker  -.^ 


Taxes 

Household  and  Housing 

Food  and  Tobacco 

Transportation 

Clothing,  etc. 

Recreation 

Medical 

All  other 


2  hours,  25  minutes 

1    hour,   26  minutes 

1   hour.    14  minutes 

40  minutes 

30  minutes 

18  minutes 

27  minutes 

1   hour,     fi  minutes 


He  is  putting  in  30.2  per  cent  of  his  work 
day  to  raise  the  funds  for  his  tax  bill. 

The  1969  Assembly  will  be  faced  with 
reports  from  newly  formed  constitutional 
committees  such  as  "Jail"  and  "Water  and 
Air  Sanitation."  The  scrupulous  study  by 
the  Jail  Commission  reveals  conditions  go- 
ing back  to  "Evangeline"  and  Charles  Dick- 
ens. The  painstaking  study  by  the  Depart- 
ment of  Water  and  Air  Resources  demands 
funds  and  must  receive  funds  for  current 
studies  and  remedial  measures.  Money  and 
health  personnel  are  involved. 

The  state  and  county  medical  examiner 
and  coroner  statutes  are  forward  movements 
but  will  require  county  and  state  funding.  A 


review  of  the  fate  of  bond  issues  for  needed 
funds  for  worthwhile  obligations  in  some 
of  our  most  affluent  counties  gives  pause. 
In  predictable  sequence  the  road  from  state 
to  Washington  is  now  a  parochial  road  to 
Raleigh  from  municipality  and  county.  The 
journeys  carry  a  price  in  dollars. 

It  is  traditional  that  a  non-money  bill  can 
more  easily  be  enacted,  especially  when 
financial  stringency  is  present.  Such  critical 
stringencies  are  present,  and  how  easily  can 
a  no-cost  bill  licensing  quasi-professionals 
gain  credence  and  creditability  in  such  a  cli- 
mate? This  is  an  additional  task  imposed  on 
an  already  compromised  and  work-weary 
profession.  But  time  and  effort  must  be 
forthcoming. 

Dr.  Hosmer'  states,  "Public  esteem  equals 
public  money."  This  truth  again  focuses  on 
the  necessity  of  the  profession  to  increase 
its  efforts  and  continue  to  demonstrate  that 
it  is  essential  and  that  our  daily  work  is  the 
most  important  factor  in  the  preservation 
of  the  health  of  our  nation ;  it  also  relates 
to  continuing  effort  to  get  rid  of  self-per- 
petuation and  outmoded  activities  which  dis- 
sipate time,  effort  and  money. 

The  crisis  that  concerns  us,  delivery  of 
the  best  possible  medical  care,  cannot  be 
answered  by  financial  assistance  alone,  or — 
if  it  were  possible — by  an  overnight  100  per 
cent  increase  in  the  number  of  physicians, 
or  by  the  drafting  and  assignment  of  physi- 
cians. This  is  a  time  when  the  productivity 
and  complexity  of  our  society  is  so  enor- 
mous that  it  defies  accurate  analysis.  The 
only  possible  course  is  to  hold  on  to  that 
which  is  good,  of  proved  fundamental  sound- 
ness, and  to  try  to  build  in  the  light  of  sane 
study  of  the  past  and  some  flexibility  for  the 
future. 


1. 

9 


1)1  Summary 

Our  Society  has  a  solid  background. 
We  have  dedicated  and  capable  mem- 
bers in  strategic  positions. 
We  should  utilize  fully  the  talent  in  our 
woman's  Auxiliary,  the  Association  of 
Medical  Assistants  and  other  ancillai-y 
groups  to  whom  we  offer  our  services 
and  from  whom  we  can  receive  help. 
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4.  We  must  support  MED-PAC  and  the 
A.M.A. 

5.  We  should  maintain  oiu"  excellent  re- 
lationship with  the  S.A.M.A.  group 
through  county,  Society  and  institu- 
tional effort. 

6.  Our  medical  schools  will  need  our  sup- 
port in  increasing  measure.  This  is  mu- 
tual and  reciprocal. 

7.  We  must  realize  that  we  can  furnish  in 
full  measure  any  reasonable  requests 
from  State  and  Federal  agencies  and 
are  the  only  group  that  can  deliver 
comprehensive  medical  care. 

8.  There  is  little  reason  for  self  flagelation 


and  subscribing  to  abnegation  and  "mia 
culpa"  that  is  so  popular  at  this  time. 
.  Any  member  of  our  Society  who  indi- 
cates a  willingness  can  certainly  iind 
opportunities  for  his  talents  to  be  used. 
Any  complaint  or  question  will  receive 
immediate  attention  from  his  county 
society,  delegate  and  councilor. 
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The    North    Carolina    State    Society    and    the 
Regional    Medical    Program 

Robert  A.  Ross,  M.D.* 


The  Journal  has  kindly  offered  to  bring 
matters  regarding  the  Regional  Medical 
Program  again  to  the  attention  of  members 
of  our  State  Society  and  other  interested 
people.  Other  papers  will  deal  with  specific 
topics  related  to  the  program ;  I  hope  to  pre- 
sent, in  chronological  order,  our  Society's 
attitude  and  participation. 

Past  President  George  W.  Paschal  re- 
viewed the  participation  of  the  Society  in 
federal  and  state  programs  and  added  :  "And 
now  comes  the  one  with  possibly  the  great- 
est potential — the  Regional  Medical  Pro- 
gram legislation."'  He  noted  the  close  co- 
operation between  our  medical  schools, 
public  health  school,  and  state  and  health 
agencies,  and  he  foresaw  the  possibility  of 
all  the  colleges  in  our  state  joined  in  a  mu- 
tual endeavor  for  better  health.  Past  Presi- 
dent Jones^  said :  "This  Society  must  become 
involved  with,  and  selectively  participate  in, 
many  health  care  projects,  to  the  end  that 
ill-conceived  and  poorly  effectuated  plans 
will  not  be  foisted  upon  the  public  and  the 
tax-payers  without  assurance   of  need   and 


*President,  Medical  Society  of  the  State  of  North  Caro- 
lina. 

From  the  Department  of  Obstetrics  and  Gynecology,  the 
University  of  North  Carolina,  Chapel  Hill,  N.  C.   27514 


reasonable  expectation  of  successful  opera- 
tion." 

In  an  earlier  publication  President  Jones 
asked :  "Was  the  Medical  Society  of  this 
state  critically  involved  in  the  initial  plan- 
ning and  activation  of  the  program  which 
evolved  into  what  is  now  the  Association  for 
the  North  Carolina  Regional  Medical  Pro- 
gram?"— and  answered,  "It  was,  and  here 
is  how  it  was."  He  then  proceeded  to  out- 
line the  background  and  development  of  the 
program.  At  the  same  time  I  wrote:  "There 
is  perhaps  some  justification  for  mild  dis- 
quietude on  the  part  of  doctors  living  in  an 
era  when  influences  of  social  services  and 
social  forces  are  becoming  more  evident  in 
a  profession  nurtured  in  physical  science 
and  humanistic  attitudes."  I  further  pointed 
out  the  need  for  influencing  and  guiding  the 
trend.  In  a  later  paper  I  wrote,  "The  suc- 
cess of  this  educational  program  is  assured 
by  the  genuine  concern  of  all,  and  by  the 
fact  that  the  benefit  and  healing  grace  is 
directed  to  the  doctor  and  his  patient." 

Three  presidents  of  the  American  Medical 
Association  have  endorsed  the  program,  and 
Wilbur  added  the  qualification:  "The  pro- 
gram offers  the  best  opportunity  for  mutual 
benefit  so  long  as  the  federal  agency  does 
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not  attempt  to  dictate  both  policy  and  prac- 
tice." The  deans  of  our  three  medical  schools 
will  agree  with  Chapman  of  Dai'tmouth,  who 
stated,  in  an  address,  that  the  program  is 
"one  vehicle  by  means  of  which  the  medical 
schools  can  logically  and  effectively  partici- 
pate in  revising  our  system  for  delivery  of 
health  sciences :   and  participate  we  must." 

It  is  evident  that  our  Society  has  a  stake 
in  this  program.  The  officers  have  partici- 
pated in  policy,  and  decision-making,  and 
are  articulate,  alert,  and  knowledgeable 
concerning  the  background  and  workings  of 
the  program. 

Painstaking  planning,  scrupulous  atten- 
tion to  detail,  the  respect  of  all  parties  con- 
cerned, and  efforts  to  assure  that  reciprocity 
between  the  physician  and  the  program  will 
lead  to  evident  benefit  for  the  patients  has 
taken  time  and  effort.  The  effort  has  been 
great;  the  reward  should  be  even  greater. 


\'isible  evidence  of  achievement  cannot  come 
quickly,  neither  can  the  "cure"  for  heart 
disease,  cancer,  and  stroke.  The  foundation 
is  solid,  and  the  structure  will  be  sound.  The 
director  and  his  staff"  have  taken  great  pre- 
cautions to  see  that  the  doctor  will  be  pro- 
vided with  more  complete  knowledge,  and 
knowledge  that  he  can  apply  in  treating  his 
patients. 
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The    Regional    Medical    Program    in    North    Carolina 

Marc  J.  Musser,  M.D.* 


The  North  Carolina  Regional  Medical 
Program  is  now  operational. 

A  spirit  of  cooperation  and  oneness  of 
purpose  among  the  principals  of  health  care 
has  grown  and  intensified  in  the  less  than 
two  years  since  North  Carolina  was  recog- 
nized as  a  Region  and  awarded  planning 
funds,  and  the  result  has  been  the  approval 
and  funding  of  a  series  of  health  improve- 
ment projects  designed — literally — by  those 
responsible  in  North  Carolina  for  the  de- 
livery of  health  services. 

Now,  at  an  ever-quickening  pace,  new 
ideas  are  being  generated  and  additional 
projects  are  developing  in  the  hands  of  those 
who  know  best  the  health  problems  and 
needs  of  North  Carolina — the  practicing 
physicians,  the  medical  educators,  the  allied 
health  professionals,  and  the  leaders  of  both 
voluntary  and  official  health  agencies. 


*E.\ecutive  Director  of  the  Association  for  the  North 
Carolina    Regional    Medical    Program. 
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Background 

Heart  disease,  cancer,  stroke,  and  the  ill- 
nesses related  to  these  diseases  are  America's 
greatest  killers,  claiming  the  lives  of  more 
than  seven  of  every  ten  Americans. 

In  March,  1964,  a  Presidential  Commission 
was  appointed  to  recommend  steps  to  re- 
duce the  incidence  of  these  diseases,  and 
nine  months  later  the  Commission  reported 
that  the  scientific  knowledge  is  now  at  hand 
to  greatly  reduce  the  toll  of  these  diseases. 
Further,  the  Report  said,  new  knowledge  is 
being  generated  at  such  a  rate  as  to  provide 
even  greater  weapons  for  health  in  the  im- 
mediate future. 

In  its  report  the  Commision  recommended 
the  creation  of  regional  "centers  of  excel- 
lence" for  clinical  investigation,  teaching, 
and  patient  care,  together  with  a  network  of 
diagnostic  and  treatment  centers  in  com- 
munities across  the  nation. 

The  Eighty-ninth  Congress  received  the 
Report,  and  a  series  of  hearings  ensued.  The 
result  was  a  significant  piece  of  legislation 
that,  while  recognizing  the  needs  expressed 
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by  the  Commission,  offered  as  a  more 
promising  solution  an  emphasis  on  local  and 
regional  initiative.  Public  Law  89-239 — 
the  Heart  Disease,  Cancer,  and  Stroke 
Amendments  of  1965  to  the  Public  Health 
Service  Act — created  the  climate  for  prog- 
ress through  cooperative  arrangements 
among  the  principals  in  the  delivery  of 
health  care. 

Development  i)i  Noiih  Caivlina 

Cooperative  arrangements  basic  to  a 
meaningful  Regional  Medical  Program  in 
North  Carolina  pre-dated  enactment  of  Pub- 
lic Law  89-239. 

The  original  major  step  was  a  meeting  of 
the  deans  of  the  three  medical  schools  in 
North  Carolina,  who  determined  that  tradi- 
tional competition  among  medical  schools 
would  not  provide  answers  to  the  problems 
of  medicine  and  medical  education.  Their  dis- 
cussion led  to  the  pooling  of  resources  in  cer- 
tain areas  under  an  Inter-University  Con- 
tinuing Education  Project  (LC.E.). 

Meanwhile,  members  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina  recog- 
nized the  importance  of  defining  health  care 
needs  and  the  desirability  of  establishing 
continuing  cooperation  and  communication 
between  the  practicing  physicians  and  the 
teachers  of  medicine  and  allied  health  sci- 
ences. 

In  August,  1965,  the  Executive  Council  of 
the  Medical  Society  adopted  a  resolution 
creating  a  ten-member  Advisory  Council  of 
Health  Professions,  representative  of  the 
medical  schools,  the  Society,  the  State  Board 
of  Health,  the  Medical  Care  Commission, 
and  hospitals.  Other  health  disciplines  were 
encouraged  to  participate. 

In  April,  1966,  the  Advisory  Council  of 
Health  Professions  applied  for  recognition 
of  the  North  Carolina  Regional  Medical 
Program  and  requested  funds  to  support 
planning  activities.  While  awaiting  action, 
the  Council  established  a  non-incorporated 
association  as  the  administrative  unit — the 
Association  for  the  North  Carolina  Regional 
Medical  Program.  Its  members  are  the  Med- 
ical Society  of  the  State  of  North  Carolina, 
Duke  University  School  of  Medicine,  Bow- 
man Gray  School  of  Medicine  of  Wake  For- 


est University,  the  University  of  North 
Carolina  School  of  Medicine,  and  the  Univer- 
sity of  North  Carolina  School  of  Public 
Health. 

The  Advisory  Council  of  Health  Profes- 
sions, which  had  been  created  by  action  of 
the  Medical  Society,  then  became  the  Board 
of  Directors  of  the  Association;  and,  in  ac- 
cordance with  the  provisions  of  the  law,  an 
Advisory  Council  was  appointed  and  became 
the  common  meeting  ground  for  the  Asso- 
ciation, the  various  health  professions,  the 
concerned  voluntary  and  official  health  agen- 
cies, and  the  general  public. 

Working  subcommittees  of  the  Advisory 
Council  were  appointed  to  enhance  the  in- 
volvement and  effectiveness  of  the  Council 
and  also  to  assure  the  Association  of  the 
broadest  possible  range  of  expert  and  repre- 
sentative advice. 

Immediately  upon  initiation  of  ths 
program's  planning  phase,  Harvey  L.  Smith, 
Ph.D.,  Director  of  the  Social  Research  Sec- 
tion, Division  of  Health  Affairs,  University 
of  North  Carolina,  headed  a  team  for  survey- 
ing the  Region's  resources  and  needs  and  for 
providing  continuing  evaluation  of  the  effect 
of  the  Program.  The  comprehensive  survey 
will  be  completed  by  June,  1968. 

Even  as  planning  moved  forward,  several 
pilot  projects  and  feasibility  studies  were 
undertaken  as  a  "cover  crop"  to  accelerate 
the  development  of  cooperative  arrange- 
ments and  to  serve  as  a  mechanism  for  learn- 
ing first-hand  what  the  longer-term  adminis- 
trative problems  and  considerations  migh*; 
be. 

An  application  was  submitted  in  October, 
1967  for  operational  funds  to  support  the 
administration  of  the  program  and  nine 
projects.  Before  action  had  been  taken  at 
the  national  level,  application  for  a  supple- 
mental operational  grant  to  support  five 
additional  projects  was  submitted. 

In  March,  1968,  the  sum  of  $1,485,341 
was  awarded  to  finance  the  administration 
of  the  North  Carolina  program,  all  nine  of 
the  projects  proposed  in  the  first  application 
for  operational  funds,  and  one  of  the  five 
projects  proposed  in  the  supplemental  appli- 
cation. The  other  four  projects  included  in 
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the   supplemental    application    are,    at    this 
point,  under  consideration  in  Washington. 

Since  then,  still  another  project  has  been 
approved  at  the  national  level.  It  calls  for 
the  provision  of  ambulances  equipped  to 
make  possible  immediate  care  of  victims  of 
acute  coronary  attacks  at  the  site  where  they 
are  stricken.  This  project  is  described  else- 
where in  this  issue  of  the  JOURNAL. 

Initial  Projects 

A  project  which  will  establish  a  network 
of  Coronary  Care  Units  in  Small  Community 
Hospitals  in  seven  western  counties  of  North 
Carolina  will  carry  the  sophistication  of 
modern-day  coronary  care  units  to  one  of 
the  most  remote  areas  of  the  state.  This 
project  was  undertaken  as  a  study  to  deter- 
mine the  feasibility  of  establishing  a  net- 
work of  coronary  care  units  in  hospitals  of 
27  to  154  beds,  and  its  findings  will  be  ap- 
plicable to  other  areas  of  the  state  where 
citizens  likewise  suffer  from  a  scarcity  or 
absence  of  modern  medical  care. 

A  Coronary  Care  Training  and  Develop- 
ment Project  is  designed  to  help  community 
hospitals  establish  and  maintain  the  com- 
plex, life-saving  facility  which  is  the  mod- 
ern coronary  care  unit.  It  provides  com- 
munity hospitals  with  consultation  services 
in  administration,  architecture,  electrical 
engineering,  the  legal  aspects  of  specialized 
nursing  care,  and  medical  staff  problems 
associated  with  the  operation  of  coronary 
care  units.  Moreover,  a  kit  of  materials  and 
publications  has  been  prepared  and  made 
available  to  any  hospital  needing  advice  on 
the  establishment  and  operation  of  such  a 
unit. 

To  help  both  in  the  establishment  and  the 
maintenance  of  these  units,  the  program  is 
designed  to  provide  initial  and  continuing 
training  for  physicians  directing  the  units 
and  for  nurses  in  the  specialized  nursing 
techniques  required. 

In  a  Central  Cancer  Registry  project,  the 
aim  is  to  utilize  the  modern  computer  in 
the  development  of  a  registry  that  will  cover 
the  entire  state.  Added  to  this  is  a  heavy 
emphasis  on  designing  a  system  that  will 
provide  almost  immediate  information  to  the 
practicing  physicians  of  the  state — informa- 


tion they  can  use  here  and  now  in  the  treat- 
ment of  their  cancer  patients. 

As  a  second  source  of  information,  the 
Ca)icer  Information  Service  will  offer  to 
any  physician,  by  telephone,  immediate  in- 
formation regarding  any  cancer  problem. 
The  success  of  this  project  will  mean  imme- 
diate answers  to  pertinent,  patient-centered 
questions. 

One  component  of  the  Diabetes  Program 
is  a  series  of  consultation  clinics  attended  by 
the  patient  with  his  physician.  The  practic- 
ing physician's  own  professional  expertise 
in  the  care  of  his  diabetic  patients  is  aug- 
mented by  the  most  recent  advances  in 
knowledge  of  the  disease,  delivered  to  the 
scene  by  the  medical  school  consultant-spe- 
cialist invited  to  participate  in  the  clinic. 

Another  aspect  of  the  program  is  the 
scheduling  of  community  classes  to  which 
practicing  physicians  can  refer  their  diabe- 
tic patients  for  a  review  of  the  various  as- 
pects of  diabetic  management.  These  classes 
will  be  staffed  by  nurses  and  a  nutritionist 
who  have  been  specially  trained  in  teaching 
diabetic  patients,  and  who  will  go  from  com- 
munity to  community  on  a  scheduled  basis. 

The  aims  of  another  project — Education 
a7id  Research  in  Community  Medical  Care — 
are  improvement  in  the  delivery  of  health 
services  to  patients  in  certain  types  of  social, 
economic,  and  geographic  settings,  and  the 
use  of  the  delivery  systems  therein  evolved 
as  prototypes  for  implementation  in  similar 
settings  throughout  the  state. 

The  Library  Extension  Service  is  a  joint 
effort,  combining  the  facilities  and  talents 
of  North  Carolina's  three  medical  schools  to 
extend,  in  a  meaningful  way,  a  giant  educa- 
tional service  to  all  practicing  physicians  of 
the  state. 

Continuing  Education  in-  Internal  Medi- 
cine is  a  project  which  will  invite  practicing 
internists  from  throughout  the  state  to  spend 
a  month  with  the  Department  of  Medicine 
of  the  University  of  North  Carolina  School 
of  Medicine,  where  they  will  serve  both  as 
faculty  members  and  students. 

The  project  Continuation  Education  of 
Dentists  aims  to  provide  the  dentist  with  the 
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latest  information  on  the  diagnosis,  clinical 
management,  and  follow-up  of  patients  with 
heart  disease,  cancer,  stroke,  diabetes, 
hemorrhagic  disease,  or  renal  disease. 

Contmuation  Education  for  Physical 
Therapists  will  provide  programs  designed 
to  update  the  knowledge  and  skills  of  North 
Carolina's  practicing  physical  therapists. 

Summary 

In  terms  of  a  cooperative  enterprise  among 
the  pertinent  components  of  health  care  de- 
livery. North  Carolina  had  a  head  start  on 
the  national  Regional  Medical  Programs  and 
the  precepts  of  local  initiative  and  coopera- 
tive arrangements.  The  Association  for  the 
North  Carolina  Regional  Medical  Program 
emerged  from  these  early  cooperative  ef- 
forts, and  it  is  now  established  operationally, 
not  as  a  government  agency,  but  as  a  unity 
of  physicians,   hospital   administrators,   ed- 


ucators, and  professional,  voluntary,  and 
official  health  workers. 

The  Program's  operational  phase  has 
started  with  10  projects  developed  in  re- 
sponse to  needs  defined  primarily  by  the  ex- 
perienced, clinical  judgments  of  physicians. 
The  ten  projects  constitute  a  start  toward 
the  broad  objective  of  making  universally 
available  to  the  people  of  North  Carolina  the 
latest  advances  in  the  diagnosis  and  treat- 
ment of  heart  disease,  cancer,  stroke,  and 
certain  related  diseases. 

Health  care  needs  of  the  state  will  be  more 
closely  defined  in  the  comprehensive,  two- 
year  survey  which  will  be  completed  shortly. 
These  data,  pinpointing  not  only  the  prob- 
lems and  needs  of  health  care,  but  also  the 
available  resources,  will  give  rise  to  other 
projects,  all  of  which  must — and  will —  dove- 
tail with  current  activities  as  a  meaningful 
thrust  toward  quality  health  care  for  all  the 

people  of  North  Carolina. 

*     • 


The  State  of  Franklin  and  the  Regional  Medical  Program 

Hugh  Matthews,  M.D.* 


For  more  than  a  year  the  citizens  of  the 
State  of  Franklin  have,  with  high  purpose, 
looked  candidly  at  their  health  needs. 

From  the  forks  of  the  creeks  to  the  uni- 
versity, the  mountain  folks  over  the  seven 
westernmost  counties  of  North  Carolina  have 
met  at  Murphy  and  Franklin,  at  Andrews 
and  Bryson  City,  at  Hayesville  and  Sylva, 
at  Waynesville  and  Canton. 

Physician  and  farmer,  painter  and  pro- 
fessor, have  "howdied  and  shook"  and  got 
down  to  the  business  of  finding  ways  and 
means  for  promoting  better  health. 

The  massive  job  has  been  and  remains 
confusing.  But  out  of  confusion  constantly 
come  concrete  results,  not  the  least  of  which 
is  a  regional  consciousness  and  a  regional 
approach  to  problems.  A  people  is  on  its  way 
to  facing  and  solving  its  problem. 

Of  inestimable  help  has  been  the  North 
Carolina  Regional  Medical  Pi'ogram.  Neither 
factual  annual  report  nor  yet  a  possible 
learned  essay  can  reflect  the  significance  of 


*President    of    the    State    of    Franklin    .Academy    of    Medi- 
cine.  Waynesville,   N.   C. 


this  force  in  improving  the  delivery  of  medi- 
cal services  in  our  state. 

In  the  hills,  Regional  Medical  Program 
personnel  were  never  considered  fancy  for- 
eigners interested  in  building  a  building. 
Their  early  insistence  on  the  value  of  local 
initiative  on  the  part  of  the  consumer  as 
well  as  the  provider  was  acceptable  as  plain 
good  sense  in  the  State  of  Franklin.  Their 
concept  that  planning  is  a  process  and  never 
a  status  was  good  gumption  to  cattle-raisers 
and  apple-growers.  Their  spot-lighting  the 
necessity  of  using  what  you  have,  the  best 
you  can,  made  sense  to  a  people  who  have 
long  had  to  "make  do."  Their  accepted  feeling 
that  the  practicing  physician  must  be  head 
of  the  health  team  was  cherished  by  folks 
who  still  respect  their  family  doctor. 

Accomplishments  of  the  North  Carolina 
Regional  Medical  Program  and  the  State  of 
Franklin  Health  Council  are  many,  even  if 
frequently  intangible.  Still,  the  accomplish- 
ments are  only  the  beginning. 

Hats  may  well  be  tilted,  but  briefly,  to  the 
past.  Coats  must  be  taken  off  to  the  future. 
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A    Comprehensive    Coronary    Care    Program    for 
The    State    of    Franklin 

Robert  N.  Headley,  M.D.,**  Ralph  S.  Morgan,  Jr.,  M.D.t  Ralph  N.  Feichter,  M.D.t 


A\'ith  federal  approval  of  the  operational 
grant  proposal  on  March  1.  1968,  the  As- 
sociation of  the  North  Carolina  Regional 
Medical  Program  bridged  the  chasm  be- 
tween thought  and  action.  The  initial  grant 
package  comprises  ten  individual  but  co- 
ordinated and  related  projects  in  the  cate- 
gories of  heart  disease,  stroke,  cancer,  and 
related  illnesses.  This  communication  de- 
scribes the  need,  genesis,  operational  format, 
and  aspirations  for  one  of  these  ten  pro- 
posals— "The  Establishment  of  a  Network 
of  Coronary  Care  Units  in  Small  Commun- 
ity Hospitals  in  Appalachia,  North  Carolina" 
(State  of  Franklin  Coronary  Care  Demon- 
stration Project). 

Background 

The  establishment  of  intensive  care  med- 
ical facilities  for  the  treatment  of  patients 
with  acute  myocardial  infarction  has  re- 
sulted in  a  decline  of  10%-127oin  the  hospital 
mortality  for  this  common  emergency. '-- 

To  be  effective,  these  specialized  units 
must  not  only  have  electronic  heart-moni- 
toring equipment,  but  must  also  be  staffed 
by  knowledgeable  and  skilled  physicians  and 
nurses  who  are  alert  to  the  problems  of  the 
patient  with  acute  damage  to  the  heart. 
Improved  life  expectancy  during  the  critical 
initial  phases  of  acute  myocardial  infarc- 
tion is  accomplished  primarily  through  pre- 
vention, early  detection,  and  treatment  of 
primary  cardiac  arrhythmias.  As  of  this 
moment,  little  favorable  impact  on  survival 
is  being  made  by  the  units  once  left  ventri- 
cular failure  has  developed. 

Since  the  recurring  theme  of  P.L.  89-239 


=:=The  State  of  Franklin  refers  to  tlie  seven  counties  in  tiie 
extreme  west  of  North  Carolina.  The  term  was  used  in  the 
Revolutionary  War  to  designate  an  area  of  Western  North 
Carolina  and  Eastern  Tennessee  which  nearly  became  a 
separate    state. 

**From  the  Department  of  Medicine,  the  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  Uni\ersity,  Winston- 
Salem  N.  C.  27103 

fPracticing   physician,   Sylva,   N.    C. 

jPractiCing  physician,   VVaynesville.  N.  C. 


(Heart  Disease,  Cancer,  and  Stroke  Amend- 
ments of  1965,  Public  Health  Service  Act) 
has  been  "universal  access  to  comprehensive 
health  and  medical  care  of  high  quality,"-'' 
then  why  should  not  the  people  in  rural 
areas  also  have  access  to  the  best  care  in 
acute  heart  conditions — intensive  coronary 
nursing  units?  Since  the  medical  literature 
contains  no  conclusive  verification  of  the 
thesis  that  coronary  care  units  can  be  op- 
erated efficiently  and  effectively  in  small 
community  hospitals,  this  project  was  ini- 
tially conceived  as  a  demonstration  or  feasi- 
bility study  to  test  this  hypothesis  in  a  se- 
lected rural  area  of  the  state.  The  Project 
Director  (R.N.H.)  and  the  core  staff  of  the 
North  Carolina  Regional  Medical  Program 
then  set  about  to  identify  an  area  where  this 
program  could  be  initiated  and  then  eval- 
uated. 

Genesis   of   the   Program 

Fortunately  the  Project  Director  encoun- 
tered no  difficulty  in  locating  a  rural  area 
in  which  to  launch  the  program.  The  seven 
westernmost  counties  of  the  state  had  re- 
cently joined  forces  to  form  the  State  of 
Franklin  Health  Council,  Inc.,  with  Dr. 
C.  D.  Killian  as  president.  Shortly  there- 
after an  Academy  of  Medicine  was  estab- 
lished in  this  region,  with  Dr.  Hugh  Mat- 
thews as  the  first  officer.  Monthly  cardi- 
ology seminars  and  clinics  for  physicians, 
supported  by  the  State  Board  of  Health, 
had  been  in  operation  for  years.  Clinics  for 
the  detection  of  the  atherosclerosis  risk  fac- 
tors had  also  been  initiated  in  Sylva.  Enthu- 
siastic interest  in  cardiology  had  been  spear- 
headed by  Drs.  Ralph  Morgan  of  Sylva  and 
Ralph  Feichter  of  Waynesville.  The  climate 
was  right;  all  that  was  needed  was  a  slight 
catalytic  stimulus  for  the  project  to  be  con- 
ceptualized. The  idea  was  presented  to  the 
State  of  Franklin  physicians  and  hospital 
administrators  in  Sylva  on  August  7,  1967. 
The  interest,  enthusiasm,  and  willingness  to 
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participate  generated  by  the  group  at  that 
meeting-  convinced  responsible  personnel  of 
the  North  Carolina  Regional  Medical  Pro- 
gram that  the  State  of  Franklin  was  ready 
and  eager  to  undertake  this  project. 
Data  Collection  and  Gra)it  Request 
During  the  next  four  months  data  were 
collected  from  the  seven  participating  hos- 
pitals with  regard  to  admissions,  outpa- 
tient visits,  annual  number  of  myocardial 
infarctions,  and  other  pertinent  information 
necessary  to  the  compilation  of  a  meaning- 
ful   and   successful    grant   application.    The 


STATE    OF    TENNiSStE 


STATE    OF    GEORG 


Fig.  1.  Location  of  hospitals  serving  the  area  where 
coronary  cai-e  units  will  be  established.  County  popu- 
lations are  from  the  1960  census.  Total  population 
(19fi0)  109,106.  Estimated  population  (1967)  115,000.  Total 
area— 3,041. 

participating  hospitals  are  (1)  Haywood 
County  Hospital,  Waynesville;  (2)  C.  J. 
Harris  Community  Hospital,  Sylva;  (3) 
Swain  County  Hospital,  Bryson  City;  (4) 
Angel  Community  Hospital,  Franklin;  (5) 
District  Memorial  Hospital,  Andrews;  (6) 
Providence  Hospital,  Murphy;  and  (7) 
Cashiers-Highlands    Hospital,    Highlands.' 

Judgment  regarding  the  number  of  moni- 
tored beds  necessary  for  each  hospital  was 
derived  from  the  baseline  data.  Much  at- 
tention was  given  to  the  desires  and  opin- 
ions of  the  State  of  Franklin  health  pro- 
fessionals in  formulating  the  eventual  ap- 
plication; several  alternative  approaches  that 
were  discussed  were  deemed  impractical  in 
the  State  of  Franklin  at  this  time.  Finally, 
a  universally  acceptable  concept  evolved  and 
was   incorporated  into  a  grant  application. 


=J=By  virtue  of  a  supplemental  grant  proposal,  36,969.89  is 
being  requested  in  order  that  the  U  S.  Public  Health 
Service  Hospital  at  Cherokee  can  participate  in  this 
project. 


which  was  ratified  and  sent  to  the  central  of- 
fice of  the  North  Carolina  Regional  Medical 
Program  for  committee  action. 

The  application  met  and  hurdled  (rela- 
tively unscathed)  all  challenges  presented  by 
the  review  gi'oups  of  the  North  Carolina 
Regional  Program  and  the  National  Insti- 
tutes of  Health,  and  was  approved  and 
funded  on  March  1,  1968,  in  the  amount  of 
$98,849  for  the  first  year,  with  a  total  three- 
year  grant  of  $183,509. 

Procedure 

By  July  1,  1968,  eleven  cardiac  monitor- 
ing units  will  be  installed  in  the  seven  par- 
ticipating hospitals  (Fig.  1).  On  April  28 
one  responsible  nurse  from  each  hospital 
began  a  four-week  course  for  coronary  nur- 
ses given  in  Greensboro  under  the  sponsor- 
ship of  the  North  Carolina  Regional  Medi- 
cal Program.  On  June  5  a  program  speci- 
fically designed  to  train  physician-unit  di- 
rectors was  conducted  in  Sylva.  This  pro- 
gram, encompassing  24  hours  of  lecture  and 
seminar,  focused  on  diagnostic  and  thera- 
peutic considerations  relevant  to  the  acute 
heart  patient.  The  designated  physician-di- 
rectors for  the  units  are  (1)  Dr.  Ralph  N. 
Feichter,  Waynesville;  (2)  Dr.  Ralph  S. 
Morgan,  Sylva;  (3)  Dr.  Robert  E.  Nordling, 
Bryson  City;  (4)  Dr.  Doralea  R.  Harmon, 
Franklin;  (5)  Dr.  James  E.  Stevens,  An- 
drews; (6)  Dr.  Walter  Mauney,  Murphy; 
and  (7)  Dr.  William  Oglesby,  Highlands. 

At  the  request  of  these  physicians,  a  tele- 
phonic tie-in  between  each  unit  and  the  car- 
diology stafi"  at  Bowman  Gray  School  of 
Medicine  will  be  established.  Electrocardio- 
grams may  then  be  transmitted  for  imme- 
diate interpretation  ;  likewise,  a  24-hour  con- 
sultation capability  will  be  available  through 
this  linkage. 

An  on-going  evaluation  of  the  effective- 
ness of  these  established  units  will  be  a  part 
of  the  program.  The  incidence  of  arrhyth- 
mias, shock,  and  congestive  heart  failure 
and  the  efficiency  of  the  preventive  and 
therapeutic  techniques  to  be  employed  will 
be  assayed.  The  impact  of  these  units  on  mor- 
tality will  be  analyzed,  and  if  it  appears 
that  the  establishment  of  such  units  in  small 
hospitals  proves  efi'ective,  the  concept  could 
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then   be   exported   to   similar   areas   of   the 
state. 

Afterthought 

As  the  grant  application  was  ascending 
the  review  process.  Dr.  Ralph  N.  Feichter  of 
Waynesville  and  the  Project  Director  were 
intrigued  by  an  article  appearing  in  a  Brit- 
ish medical  journal'  on  the  potential  value 
of  ambulances  equipped  with  heart-monitor- 
ing and  resuscitation  equipment.  This  ar- 
ticle pointed  out  that  there  is  evidence  in- 
dicating the  need  for  rapid  initiation  of 
intensive  care  in  cases  of  myocardial  infarc- 
tion;  the  justification  for  this  need  rests 
upon  the  accepted  fact  that  most  deaths  in 
myocardial  infarction  occur  within  two 
hours  of  the  onset  of  symptoms,  and  that 
60' <  of  those  dying  do  so  within  the  first 
hour.  In  spite  of  these  facts,  the  hospital 
admission  of  a  large  proportion  of  patients 
is  delayed  for  more  than  12  hours,  with  the 
result  that  the  patient  comes  under  inten- 
sive care  after  the  greatest  risk  has  passed. 

Thus  it  would  appear  that  the  prospect 
of  improving  survival  by  extending  inten- 
sive coronary  care  to  the  stricken  patient, 
through  highly  mobile  and  well-equipped 
emergency  vehicles,  prior  to  and  during 
transport  to  a  medical  facility  offers  further 
hope  for  reducing  mortality  from  this  dread 
killer — coronary  heart  disease. 

At  first  look,  it  did  not  appear  that  this 
project  could  be  incorporated  into  the  State 
of  Franklin  proposal.  Then  the  North  Caro- 
lina Regional  Medical  Program  was  notified 
that  the  U.  S.  Public  Health  Service  had 
earmarked  $1  million  for  the  development 
of  new  and  innovative  techniques  for  the 
intensive  care  of  patients  with  acute  heart 
conditions  in  rural  areas.  The  awaited  open- 
ing was  available  and  the  proposal  was  pre- 
pared, submitted,  and  approved  ($18,485 
for  the  first  year) . 

Basically,  this  supplemental  proposal  will 
employ  the  services  of  two  United  Fund — 
supported  ambulances  in  Haywood  County, 
one  located  in  Waynesville  and  the  other 
in  Canton  (Fig.  2).  These  Mobile  Intensive 
Coronary  Care  ambulances  (hereafter  re- 
ferred to  as  MICCA  units)  will  be  in  direct 
two-way    radio    contact   with    the    hospital 


emergency  ward  and  also  with  two  on-call 
cardiology -oriented  physicians  (one  in  Can- 
ton and  the  other  in  Waynesville) .  The 
ambulance  drivers  themselves  will  have 
undergone    a    training   program    sponsored 
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Fig.  2.  Location  of  MICCA  units  in  Haywood  County. 

by  the  Haywood  County  Industrial  Institute, 
focusing  on  the  use  of  monitoring  equip- 
ment, cardiopulmonary  resuscitation,  per- 
formance of  electrocardiograms,  and  other 
vital  supportive  functions.  When  a  call  is  re- 
ceived and  the  system  is  activated,  both  the 
on-call  physician  and  the  MICCA  will  con- 
verge on  the  patient  at  the  site  of  the  attack, 
thereby  providing  these  critical  intensive 
care  services  at  a  vitally  important  time  in 
the  evolution  of  a  heart  attack.  Pantridge^ 
has  stated  that  the  incidence  of  ventricular 
fibrillation  may  be  15  times  as  great  during 
the  first  four  hours  as  during  the  fourth 
through  the  twelfth  hours,  and  25  times 
greater  than  during  the  twelfth  through  the 
twenty-fourth  hours.  These  data  emphasize 
the  necessity  of  intensive  care  during  the 
critical  first  hours  of  a  myocardial  infarc- 
tion. 

The  development  of  the  MICCA  program, 
in  concert  with  the  establishment  of  a  four- 
bed  coronary  care  unit  at  Haywood  County 
Hospital,  should  provide  a  unique  oppor- 
tunitj'  to  determine  the  time-frequency  rela- 
tionship of  complications  occurring  during 
the  course  of  a  myocardial  infarction.  In 
addition,   the  eft'ectiveness   of  the  proposed 
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methods  of  prevention,  early  detection,  and 
treatment  of  complications  can  be  assayed. 

Means  for  the  provision  of  a  comprehen- 
sive approach  to  coronary  care  in  rural  Ap- 
palachia,  North  Carolina,  are  now  available. 
The  challenge  to  learn  and  profit  from  this 
unusual  opportunity  resides  with  those  of 
us  who  are  intimately  associated  with  the 
project. 

Conchision 

Financial  suppoi't  has  been  secured 
through  the  Regional  Medical  Program  for 
the  establishment  of  an  11 -bed  coronary 
care  network  for  seven  hospitals  in  the 
State  of  Franklin,  and  the  equipping  of  two 
mobile  intensive  coronary  care  ambulances 
in  Haywood  County. 

Implementation  of  this  comprehensive 
program  for  the  total  management  of  acute 
myocardial  infarction  will  comence  on  July 
1,  1968.  Enactment  of  this  program,  with 
its  companion  evaluation  procedure,  will 
afford   a   unique   opportunity   to   study   the 


natural  history  of  acute  myocardial  infarc- 
tion from  immediately  after  onset  to  hos- 
pital discharge.  The  temporal  incidence  of 
arrhythmias  and  other  complications,  and 
the  effectiveness  of  prevention  and  treat- 
ment, particularly  as  rendered  by  these  in- 
tensive care  facilities  novel  for  a  rural 
area,  can  afford  vital  information  which  po- 
tentially can  be  extrapolated  and  applied  to 
tensive  coronary  care  concept  succeeds  in 
other  similarly  constituted  and  motivated 
areas.  If  this  extended  or  comprehensive  in- 
improving  survival,  the  program  might  prove 
applicable  and  could  be  exported  to  urban 
as  well  as  other  rural  areas. 

References 

1.  Day  H.  W.:  Effectiveness  of  an  Intensive  Coronary 
Care   Area   Amer  J   Cardiol    15:51-54    (Jan)    1965. 

2.  Meltzer  L,  E.:  Coronary  Units  Can  Help  Decrease 
Death    Mod    Hosp    104:102-104    1965. 

3.  James  G.:  Implications  of  the  Heart  Disease  Cancer, 
and  Stroke  Program:  An  Interpretation.  Med  Opinion 
Rev    2:112-123    (Oct!    1966. 

4.  Pantridge,  J.  F.,  Geddes,  J.  S.:  Lancet  2:271-273  I  Aug 
5)    1967. 


A    Cancer    Information    Service 

George  D.  Wilbanks,  Jr.,  M.D.* 


Cancer,  although  presenting  a  major  prob- 
lem in  morbidity  and  mortality  to  the  general 
population,  is  uncommon  in  a  single  physi- 
cian's practice.  Concepts  of  diagnosis  and 
treatment  are  changing  rapidly  in  light  of 
new  research.  Many,  if  not  all,  questions  of 
diagnosis  and  treatment  need  immediate 
answers.  Knowledgeable  decisions  are  not 
readily  available  to  the  average  physician, 
even  if  he  had  the  time  to  review  the  recent 
literature  and  access  to  appropriate  books 
and  journals. 

Paradoxically,  the  physician  who  first 
treats  the  patient  with  cancer  has  the  best 
change  of  effecting  a  cure. 

Cancer  is  a  significant  problem  in  North 
Carolina.  It  is  estimated  that  11,000  new 
cases  will  be  diagnosed  in  the  state  during 
1968  and  that  5,900  deaths  will  be  attributed 
to  the  disease.^ 


From  the  Department  of  Obstetrics  and  Gynecology, 
Duke   University   School   of  Medicine,   Durham,   N.   C. 

^Project  Director  for  the  Cancer  Information  Service, 
North  Carolina  Regional   Medical  Program. 


A  number  of  practicing  physicians  in 
North  Carlina  were  asked  what  could  be 
done  to  improve  their  knowledge  regarding 
the  diagnosis  and  management  of  a  patient 
with  cancer.  Almost  unanimously  they  asked 
that  a  competent  person  be  made  available 
with  whom  they  might  discuss  a  question  or 
a  problem  case  at  the  time  that  the  question 
or  the  problem  was  fresh  in  their  minds. 

The  Cancer  Information  Service  described 
here  is  designed  to  offer  any  physician,  by 
telephone,  immediate  information  concern- 
ing any  problem   involving  cancer. 

The  rationale  for  such  a  rapid  informa- 
tion service  is  twofold : 

1.  The  immediate  availability  of  such  in- 
formation should  improve  the  treatment  of 
cancer  patients. 

2.  An  immediate  "answer"  to  a  pertinent, 
patient-centered  question  should  result  in 
maximum  retention  of  the  new  information 
acquired  by  the  inquiring  physician,  thus 
furthering  his  education  in  cancer. 
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Each  of  the  thi'ee  medical  schools  in  the 
state — Bowman  Gray,  Duke,  and  the  Uni- 
versity of  North  Carolina — maintains  an 
information  service,  in  general  responsible 
for  the  physicians  in  its  geographic  locale. 
This  division  also  gives  the  inquiring  phy- 
sician a  choice  of  services  and  lessens  the 
demands  upon  the  consulting  physicians. 
Specialists  in  various  types  of  cancer  will 
be  available  on  call  at  each  medical  school 
to  respond  to  the  questioning  physician. 

The  physician  confronted  with  a  cancer 
problem  simply  has  to  call  any  of  the  three 
information  service  numbers"  (collect,  if  he 
wishes).  From  8:30  A.M.  to  5  P.M.  this  num- 
ber will  be  answered  by  a  secretary  who  will 
take  down  the  pertinent  information  and 
either  transfer  the  call  to  a  suitable  special- 
ist or  make  arrangements  for  the  specialist 
to  return  the  call  as  promptly  as  possible. 


■Telephone   numbers:    Bowman  Gra\.   Winston-Salem — 724- 
0233;    Duke.    Durliam--684-5555;    UNC.    Chapel    Hill--966-8888. 


During  evening  and  week-end  hours,  an 
electronic  secretary  will  give  instructions 
for  emergency  service  or  take  down  the  ap- 
propriate information  and  arrange  for  a  re- 
turn call  the  following  working  day.  Written 
acknowledgement  of  the  call  will  be  sent 
to  the  inquiring  physician,  together  with 
instructional  materials — that  is,  reprints  of 
articles,  bibliographies,  etc. — in  cooperation 
with  the  Library  Extension  Service  of  the 
Regional  Medical  Program. 

The  aims  of  this  project  are  twofold:  (1) 
to  assist  practicing  physicians  in  providing 
optimum  care  of  patients  with  cancer,  and 
(2)  to  further  the  education  of  the  physi- 
cian by  giving  new  information  in  a  patient- 
centered  experience.  This  is  a  service  for  the 
physicians  of  North  Carolina,  and  it  will 
attempt  to  meet  new  needs  as  they  arrive. 
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A    Medical    Library    Extension    Service 

A  FEASIBILITY  STUDY 
G.  S.  Terence  Cavanagh* 


It  is  astonishing  ivith  hoiv  little  reading 
a  doctor  can  practice  medicine,  but  it  is  not 
astonishing  how  badly  he  may  do  it. 

— Sir  William  Osler 

When  asked  to  select  the  most  important 
aid  to  their  own  continuing  education,  most 
North  Carolina  physicians  named  "medical 
journals."  In  spite  of  the  introduction  of 
many  new  information  channels  ranging 
from  the  drug  company's  detail  man  to 
closed-circuit  television,  the  medical  litera- 
ture is  still  the  most  effective  means  of 
keeping  abreast,  and  now,  as  in  Osier's 
time,  there  is  a  direct  correlation  between 
the  physician's  competence  and  the  extent 
of  his  professional  reading.  For  the  rural 
physician  whose  other  lines  of  communica- 
tion are  few,  the  medical  journals  are  es- 
pecially   important.    Yet    it    is    difficult    for 

=-=Director  of  the  Medical  Libraiy,  Piolessoi-  ot  Medical 
Litei'alure.  and  Curator  of  the  Trent  Collection,  Duke 
University    Medical    Center.    Durliam.    N,    C.    27706 


most  physicians  to  gain  quick  access  to  more 
than  a  tiny  fraction  of  the  current  medical 
literature,  namely,  what  they  themselves 
buy  or  what  can  be  found  in  the  average 
small  hospital  library. 

The  libraries  of  the  three  medical  schools 
in  the  state,  on  the  other  hand,  contain  a 
total  of  more  than  250,000  volumes,  are 
growing  at  a  combined  rate  of  13,000  vol- 
umes each  year,  and  receive  at  least  2,000 
different  periodical  titles  in  all  areas  of 
the  health  sciences.  While  this  is  no  more 
than  one  quarter  of  the  world-wide  output 
of  biomedical  information,  it  is  probably 
adequate  to  satisfy  95^c  of  the  needs  of 
North  Carolina  physicians. 

While  it  is  true  that  something  like  an 
"information  explosion"  has  occurred  in 
medicine  in  recent  years,  there  have  also 
been  improvements  in  the  technicjues  of 
bibliographic  control  which  make  it  pos- 
sible for  the  physician,  with  the  help  of  ex- 
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perienced  librarians,  to  select  the  small 
sample  of  the  literature  of  immediate  im- 
portance to  him.  The  purpose  of  the  regional 
medical  library  extension  service  is  to  make 
the  state's  entire  store  of  medical  literature 
available  to  any  health  v^'orker  in  the  region 
and  to  support  the  continuing  education  as- 
pects of  other  Regional  Medical  Program 
projects. 

Beginning  July  1,  1968.  the  program  will 
ofl'er  two  services — one  for  the  man  who 
knows  what  piece  of  the  medical  literature 
he  wants,  and  the  other  (a  limited  service 
initially)  for  those  who  need  information 
but  lack  a  specific  reference.  With  the  first, 
requests  for  specific  books  and  journals  may 
be  addressed  to  the  medical  libraries  of 
Bowman  Gray  School  of  Medicine,  Duke 
University,  the  University  of  North  Caro- 
lina at  Chapel  Hill,  or  the  Mecklenburg 
County  Medical  Society.  The  medical  library 
will  supply  the  material  free  of  charge  or 
refer  the  request  to  another  library,  if  neces- 
sary. With  the  second  service,  the  extension 
librarian  based  at  the  Duke  University  Medi- 
cal Center  Library  will  provide  expert  bib- 
liographic service  to  a  group  of  physicians 
who  will  be  limited  to  50  in  the  first  year  of 
operation.  It  is  planned  later  to  expand  this 
service  so  that  any  North  Carolina  health 
worker  can  request  factual  reference  serv- 
ice, the  preparation  of  bibliographies,  or 
regular  "current-awareness"  information  on 
subjects  of  special  interest  to  him. 

The  extension  library  service  is  regarded 
as  a  supplement,  not  a  substitute,  for  local 
library  resources.  Each  medical  school 
library  and  the  Mecklenburg  County  Medi- 
cal Library  will  assume  responsibility  for 
basic  loan  service  to  a  part  of  the  state. 
Though  individuals  may  request  loans,  it  is 
suggested  that  each  hospital  identify  a  staff 
member  to  act  as  "librarian"  and  to  handle 
inter-library  loan  correspondence. 

The  project  is  regarded  as  a  feasibility 
study  because  not  much  is  known  of  the  in- 
formation-gathering habits  of  North  Caro- 
lina physicians.  There  is  already  some  indica- 
tion of  the  need  for  a  much  stronger  net- 
work of  libraries  extending  to  the  smallest 
hospitals.  In  time  the  extension  service  may 


include  training  programs  for  hospital 
librarians  and  a  full-scale  consultation  serv- 
ice to  aid  in  establishing  or  upgrading  local 
libraries.  The  eventual  aim  is  to  ensure  that 
any  North  Carolina  physician  will  have  ac- 
cess to  the  same  range  of  information  and 
the  same  level  of  library  service  as  the 
member  of  a  large  institution. 


Association  for  the  North  Carolina 
Regional  Medical  Program 

Board  of  Directors 

Dr.  Manson  Meads.  Dean,  Bowman  Gray  School  of 
Medicine,  Winston-Salem,  N.  C.  27in3 

Dr.  Isaac  M.  Taylor,  Dean,  University  of  North 
Carolina,  School  of  Medicine,  Chapel  Hill,  N.  C.  27515 

Dr.  Louis  Shaffner,  Bowman  Gray  School  of  Medicine, 
Winston-Salem,   N.   C.   27103 

Dr.  Robert  H.  Shackelford,  General  Practice,  115 
West  Main  Street,  Mount  Olive,  N.  C.  28365 

Mr.  James  T.  Barnes,  Executive  Secretary,  N.  C, 
Medical  Society,  203  Capital  Club  Bldg.,  Raleigh,  N.  C. 
27602 

Dr.  Ernest  Craige,  University  of  North  Carolina, 
School  of  Medicine,  Chapel  Hill,  N.  C.  27515 

Mr.  Bill  Henderson,  N.  C.  Medical  Care  Commission, 
Raleigh,  N.  C.  27602 

Dr.  Fred  Mayes,  Dean.  School  of  Public  Health, 
University  of  North  Carolina,  Chapel  Hill,  N.  C.  27514 

Dr.  Jacob  Koomen,  Director.  State  Board  of  Health, 
Raleigh,  N,   C,   27602 

Dr.  E.  Harvey  Estes,  Jr.,  Dept.  of  Community  Health 
Sciences,  Duke  University  Medical  Center,  Durham, 
N.  C.  27706 

Dr.  George  W.  Paschal,  Jr.,  Chairman,  Advisory 
Council,  N.  C.  Regional  Medical  Program,  1110  Wake 
Forest  Road,  Raleigh,  N.  C.  27604 

Dr.  Ladd  W.  Hamrick,  Jr.,  Internal  Medicine,  194 
Lake  Concord  Road,  Concord,  North  Carolina  28025 

Dr.  William  G.  Anlyan,  Dean,  Duke  University  School 
of  Medicine,  Durham,  N.  C.  27706 

Dr.  Robert  A.  Ross,  President,  Medical  Society  of 
the  State  of  North  Carolina,  N.  C.  Memorial  Hospital, 
Chapel  Hill,  N,  C.  27515 

Dr.  David  G.  Welton,  President-Elect,  Medical  So- 
ciety of  the  State  of  North  Carolina,  1012  Kings  Drive, 
Charlotte.  N.   C.  28207 

Mr.  John  Rankin,  Director,  Charlotte  Memorial  Hos- 
pital, Charlotte,  N.  C.  28201 

Dr.  John  R.  Chambliss,  State  Medical  Society  Repre- 
sentative, 404  Peachtree  Street,  Rocky  Mount.  N.  C. 
27802 

Dr.  H.  T.  Tyroler,  Dept.  of  Epidemiology,  School 
of  Public  Health,  University  of  North  Carolina,  Chapel 
HiU,  N.  C. 
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Advisory  Council— Regional  Medical  Program 
Januarj'  1968 
Voluntary   Agencies 

N.  C.  State  Nurses  Association 

Dr.  Eloise  R.  Lewis.  President.  N.  C.  State  Nurses 
Association.  207  Woodbourne  Rd.,  Greensboro.  N.  C. 
N.  C.  Public  Health  Association 

Dr.  E.  H.  Ellinvvood.  Health  Director.  Guilford  County 
Health  Department.  Greensboro.  N.  C. 
N.  C.  Society  of  Medical  Technologists 

Miss    Marue    Summerlin.    411-B    Crestland    Avenue. 
Greensboro.  N.  C.  27401 
N.  C.  Physical  Therapy  Association 

Mr.  Paul  Roberts.  President.  20,5  East  Annex,  Doctors 
Building.   Asheville.   North   Carolina  28801 
N.  C.  Health  Council 

Mr.  Elisha  M.  Herndon.  Senior.  Vice-President.  N.  C. 
Blue  Cross  &  Blue  Shield.  Inc..  P.  0.  Box  2291.  Durham. 
N.  C.  27702 
N.  C.  Dental  Society 

Dr.    George    F.    Kirkland.    Jr..    Pres..    913    Lamond 
Avenue.  Durham.  North  Carolina 
N.  C.  Division  of  American  Cancer  Society 

Dr.  Mark  M.  Lindsey.  Hamlet  Hospital.  Hamlet,  N.  C. 
N.  C.  Heart  Association 

Mr,   W.  James  Logan.   Executive  Director.   I  Heart 
Circle.  Chapel  Hill.  North  Carolina  27514 
N.  C.  Pharmaceutical  Association 

Mr.  S.  D.  Griffin.  President.  Alamance  County  Hos- 
pital. Burlington,  N.  C. 
Official  Agencies 
N.  C.  Division  of  Vocational  Rehabilitation 

Dr.  L.  L.  Schurter.  State  Medical  Consultant.  Division 
of    Vocational    Rehabilitation,    Department    of    Public 
Instruction.  30512  West  Martin  Street.  Raleigh.  N.   C. 
27602 
N.  C.  Board  of  Public  Welfare 

Mr.  Robert  H.   Ward.  Asst.   Commissioner.  Raleigh. 
N.  C. 
N.  C.  Board  of  Health 

Dr.  Jacob  Koomen,  Director.  N.  C.   State  Board  of 
Health.  Raleigh.  N.  C. 
Representatives  of  the  Public 

Mr.  Thomas  Bridgers.  Wilson.  N.  C. 

Mr.    R.    Harold    Staton,    Wachovia   Bank    and   Trust 
Company,  Greenville.  N.  C. 

Mr.  Thomas  H.  Wright,  Jr.,  Town  of  Acme,  Riegel- 
wood.  N.  C.  28456 
Physicians  at  Larue 

Dr.    George   W.    Paschal.    1110   Wake   Forest    Road. 
Raleigh.  N.  C. 

Dr.  Paul  Sanger.  1850  East  Third  Street.  Charlotte. 
N.  C.  28207 

Dr.  Frank  Sullivan.  Wilson.  N.  C. 

Dr.    Joseph    Walker.    800    North    Cameron    Avenue. 
Winston-Salem,  N.  C. 
Community  Hospitals 

Cabarrus  Memorial   Hospital.   Concord.   N.   C. 

Cune    Memorial    Hospital.    Greensboro.    N.    C.     'no 
representatives  named  to  date* 


Dr.  Robert  Crouch,  Memorial  Mission  Hospital,  Ashe- 
ville. N.  C. 
Hospital   Administration 

Mr.  John  Rankin.  Director,  Charlotte  Memorial  Hos- 
pital,  Charlotte,   N.   C. 
Medical   Society    Officials 

Dr.  Robert  A.  Ross,  Dept.  Ob-Gyn,  University  of 
N.  C.  School  of  Medicine.  Chapel  Hill,  N.  C. 

Dr.  Frank  W.  Jones.  Ex-President  State  Medical  So- 
ciety. Westlake  Hills.  Route  3,  Newton,  N.  C. 
Medical  Center  Officials  (Ex  Officio) 

Dr.  Manson  Meads.  Dean.  The  Bowman  Gray  School 
of  Medicine,  Winston-Salem.  N.  C.  27103 

Dr.  William  G.  Anlyan.  Dean.  Duke  University  School 
of  Medicine.  Durham.  N.  C. 

Dr.    Isaac    M.    Taylor.    Dean.    University    of    N.    C. 
School  of  Medicine.  Chapel  Hill.  N.  C. 
Academic  Institutions 

Dr.  Bruce  \Mnitaker,  President.  Chowan  College. 
Murfreesboro,  N.  C. 

Subcommittees 

January  5.   1968 

Subcommittee  for  Cancer 

Dr.  Donald  Hayes.  1  Bowman  Gray  School  of  Medi- 
cine*, Dept.  of  Medicine.  Winston-Salem.  N.  C. 

Dr.  George  D.  Wilbanks.  Jr.,  'Duke  Univ.  School 
of  Medicine),  Dept.  of  Ob-Gyn.  Durham.  N.  C. 

Dr.  James  F.  Newsome,  'Univ.  of  N.  C.  School  of 
Medicine!.  Dept.  of  Surgery.  Chapel  Hill.  N.  C. 

Dr.  Fleming  Fuller.  'Amer.  Cancer  Society,  N.  C. 
Div. ),  Kinston.  N.  C. 

Dr.  William  A.  Robie.  'Wake  Memorial  Hospital*, 
Director  of  Education,  Raleigh.   N.   C. 

Dr.  Charles  D.  Watts.  'State  Medical  Society).  Dur- 
ham. N.   C. 

Dr.  Donald  B.  Koonce.  'State  Medical  Society).  Wil- 
mington. N.  C. 

Dr.  D.  E.  Ward.Jr..  'State  Medical  Society).  Lumber- 
ton.  N.  C. 

Dr.  James  E.  Hemphill,  (State  Medical  Society), 
Rockingham,  N.  C. 

Dr.  Herbert  Z.  Lund.  'Moses  Cone  Memorial  Hos- 
pital 1.  Pathology.  Greensboro.  N.  C. 

Dr.  Mark  Lindsey.  'Regional  Medical  Program), 
Advisory  Council,  Hamlet.  N.  C. 

Dr.  Theodore  D.  Scurletis.  'State  Board  of  Health), 
Raleigh.  N.  C. 

Subcommittee   for   Continuing   Education 

Dr.  James  M.  Alexander.  '  .American  College  of  Phy- 
sicians).  Charlotte.  N.   C. 

Dr.  William  DeMaria.  Chairman.  'Duke  University 
School  of  Medicine.  Asst.  Dir.  for  Continuing  Ed.. 
NCRMPi.  Durham,  N.  C. 

Dr.  Andrew  J.  Dickerson.  'State  Medical  Society), 
Waynesville,  N.  C. 

Dr.  James  G.  Jones.  'Academy  of  General  Practice), 
Jacksonville.  N.  C. 

Dr.  Daniel  A.  McLauren.  'Stale  Medical  Society), 
Garner.  N.  C. 

Dr.  Joseph  H.  Ilardison.  Jr..  'N.  C.  Heart  Association) 
Raleigh.  N.   C. 
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Dr.  William  P.  Richardson,  i  University  of  N.  C. 
School  of  Medicinal,  Chapel  Hill.  N.  C. 

Dr.  Louis  Shaffner,  '  Bowman  Gray  School  of  Medi- 
cine i,  Winston-Salem,  N.  C. 

Dr.  Kenneth  D.  Weeks,  iN.  C.  Society  of  Internal 
Medicine),  Rocky  Mount,  N.  C. 

Dr.  William  A.  Robie,  iWake  Memorial  Hospital- 
Director  of  Medical  Education',  Raleigh.  N.  C. 

Dr.  W.  N.  Nicholson.  iDukc  University  School  of 
Medicine  >,  Durham,  N.  C. 

Dr.  Joseph  Walker,  (Regional  Medical  Program  Ad- 
visory Council',  Winston-Salem,  N.  C. 

Subcommittee  for  Dentistry 

Dr.  James  W.  Bawden.  iDean,  Univ.  of  N.  C.  School 
of  Dentistry  t.  Chapel  Hill,  N.  C. 

Dr.  Bennie  D.  Barker,  (Univ.  of  N.  C.  School  of 
Dentistry  >.  Chapel  Hill,  N.  C. 

Dr.  Donald  W.  Warren,  (Univ.  of  N.  C.  School  of 
Dentistry!,  Chapel  Hill,  N.  C. 

Dr.  W.  P.  Webster,  (Univ.  of  N.  C.  School  of  Dentis- 
try i.  Chapel  Hill,  N.  C. 

Dr.  Ed  U.  Austin,  (N.  C.  Dental  Society,  Charlotte, 
N.  C. 

Dr.  Walter  H.  Finch,  Jr.,  (N.  C.  Dental  Societyi, 
Henderson,  N,  C. 

Dr.  Ernest  A.  Pearson,  Jr.,  (State  Board  of  Health), 
Raleigh,  N.  C. 


Dr.    Andrew   Cunningham,    (N.    C.    Dental   Society', 
Raleigh,  N.  C. 

Subcommittee  for  Heart  Disease 

Dr.    Horace    H.    Hodges,    (State    Medical    Society i, 
Charlotte,  N,  C. 

Dr.   Connell  G.   Garrenton,    (State  Medical  Society), 
Bethel,  N.  C. 

Dr.    Ralph   N.    Feichter,    (N.    C.    Heart    Association), 
Waynesville.  N.  C. 

Dr.  Robert  Headley,  (Bowman  Gray  School  of  Medi- 
cine),  Dept.   of  Medicine,   Winston-Salem,   N.   C. 
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Policies  and  Procedures  of  an  Intensive    Care    Unit 

Louis  D.  Hayman,  Jr.,  M.D.* 


In  recent  years  hospitals  as  well  as  phy- 
sicians have  become  specialized.  Within  the 
framework  of  the  modern  hospital  will  be 
found  distinct  areas  whose  structure  and 
function  reflect  the  needs  of  the  patients 
segregated  in  these  areas.  Thus,  in  addition 
to  the  medical,  surgical,  pediatric,  and  ob- 
stetric wards  that  have  been  basic  for  so 
many  years,  units  have  been  developed  whose 
personnel,  equipment  and  physical  construc- 
tion are  designed  to  fit  the  needs  of  the  pa- 
tient rather  than  his  diagnosis.  It  was  there- 
fore inevitable  that  the  intensive  care  unit 
would  become  an  integral  part  of  new  hos- 
pital construction.  In  the  larger  hospitals 
this  unit  is  subdivided  into  the  acute  sur- 
gical, acute  medical,  and  or  coronary  units. 
In  the  small  community  hospital,  it  has  been 
practical  to  combine  these  subdivisions  into 
one   intensive   care    unit,    although    hospital 


Request    lOr    repriiils    lo    617    College    Street    JacksOiiviUe, 
N.   C.   28540. 


size  does  not  necessarily  limit  the  degree  of 
specialization.  One  hospital  that  recently 
reported  its  experience  with  an  emergency 
cardiac  care  unit  is  only  a  35-bed  institu- 
tion.^ 

Plans  were  begun  in  the  fall  of  1965  to 
convert  an  area  within  the  existing  struc- 
ture of  Onslow  Memorial  Hospital,  Jackson- 
ville, N.  C,  into  a  combined  intensive  care 
unit.  Our  experience  in  this  unit  during  the 
past  two  years  resulted  in  the  formulation 
of  certain  policies  and  procedures  for  its 
operation.  Because  the  evolution  of  these 
policies  and  procedures  has  reflected  that 
experience,  they  are  being  published  with  the 
hope  that  they  may  be  of  interest  to  the 
small  community  hospital  in  other  areas. 

Candidates  for  admission  to  the  intensive 
care  unit  .share  one  basic  fact:  Illness  or  in- 
jury has  produced  such  deterioration  in 
b(Kly  function  that  unless  appropriate  meas- 
ures  are   taken   to   sustain   circulation   and 
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respiration,  survival  is  unlikely.-  In  order 
to  translate  these  measures  to  fit  the  needs 
of  the  individual  patient,  the  Intensive  Cai'e 
Committee  of  Onslow  Memorial  Hospital  has 
drawn  up  certain  policies  and  procedures 
for  the  guidance  of  the  medical  and  nursing 
staff.  These  guidelines  are  intended  to  serve 
the  hospital  staff  and  may  therefore  be 
amended  from  time  to  time  by  appropriate 
action  in  regular  or  special  staff  meetings. 

/.  Purpose  of  the  Intensive  Care   Unit 
The  unit  was  designed  and  organized  to 
meet  the  special  and  often  urgent  needs  of 
acutely    ill    medical    and    sui'gical    patients. 
Specific  functions  are : 

A.  To  detect,  prevent,  and  or  treat  danger- 
ous cardiac  arx-hythmias  which  arise 
in  the  first  critical  days  of  acute  myo- 
cardial   infarction. 

B.  To  support  the  heart  during  critical 
phases  of  all  foi'ms  of  heart  disease,  in- 
cluding intractable  failure. 

C.  To  support  the  circulation,  respiration, 
and  acute  metabolic  needs  of  the  pa- 
tient exposed  to  the  stress  of  serious 
surgery  or  trauma. 

D.  To  support  the  patient  in  shock  and 
or  cardiorespiratory  arrest  due  to  elec- 
tric shock,  drowning,  anaphylaxis,  bac- 
teremia, and  other  causes. 

//.  Admission  Requirements 

1.  Any  member  of  the  medical  staff  may 
admit  patients  to  the  intensive  care  unit 
if  the  patient  requires  more  nursing  care 
than  is  routinely  provided  on  the  regular 
nursing  unit.  Such  additional  nursing  care 
will  relate  to  the  needs  of  the  acutely  or  dan- 
gerously ill  patient,  not  to  the  needs  of  a 
chronic,  stabilized  invalid. 

2.  Patients  are  to  be  admitted  to  the  unit 
on  the  basis  of  medical  need,  not  economic 
status.  Physicians  are  requested  to  give  a 
tentative  diagnosis. 

3.  It  is  expected  that  some  patients  will 
be  admitted  to  the  intensive  care  unit  with- 
out a  completed  diagnosis.  This  is  neces- 
sarily true  in  cases  of  suspected  myocardial 
infarction  where  delay  in  admission  may 
cost  the  patient  his  life.  In  this  light  the 
intensive  care  unit  has  a  diagnostic  function 


that  cannot  be  separated  from  its  primary 
therapeutic  function. 

4.  No  chronic,  infectious,  or  terminal 
cases  will  be  accepted. 

5.  If  at  any  time  the  unit  is  filled  to  ca- 
pacity, the  chairman  of  the  Intensive  Care 
Committee  and  board  members  will  have 
final  authority  in  determining  which  patient 
will  be  discharged  from  the  unit  to  make 
room  for  a  new  patient  with  a  more  serious 
condition. 

6.  When  a  patient  is  transferred  to  the 
intensive  care  unit,  he  will  be  dropped  from 
the  hall  census  immediately  and  carried  on 
the  intensive  care  unit  census. 

7.  Visitors  will  be  limited  to  family  mem- 
bers, five  minutes  every  two  hours  on  even 
hours.  A  minister,  if  requested,  will  be  al- 
lowed to  visit. 

8.  No  flowers,  television  sets,  or  radios 
will  be  allowed. 

9.  Adequate  records  will  be  kept,  docu- 
menting each  patient's  stay  in  the  unit  and 
including  admission  and  discharge  diagno- 
ses, length  of  stay  on  the  monitor,  and  re- 
sponse to  treatment. 

///.  Intensive  Resuscitation 

Cases  falling  within  the  following  cate- 
gories will  be  accepted  for  intensive  resusci- 
tative  efforts : 

1.  Acute  cardiopulmonary  failure  due  to 
external  causes:  drowning,  suffocation,  elec- 
ti'ocution,  and  acute  trauma.  The  patient  is 
usually  treated  first  in  the  emergency  room, 
for  obvious  reasons.  With  successful  restora- 
tion of  pulse  and  respiration,  he  shall  be 
transferred  to  the  intensive  care  unit  as 
soon  as  possible. 

2.  Acute  cardiopulmonary  failure  due  to 
an  internally  occurring  catastrophic  event. 
In  such  cases,  the  patient  may  be  brought 
to  the  emergency  room  showing  no  signs  of 
life;  or  the  crisis  may  develop  in  any  pa- 
tient already  in  the  hospital  (hopefully,  the 
crisis  will  have  been  anticipated  and  the 
patient  already  transferred  to  the  intensive 
care  unit  before  such  an  event  happens). 
This  category  includes  cardiac  arrhythmias, 
cardiac  arrest,  acute  shock,  and  cardiac  fail- 
ure due  to  a  heart  attack  or  overwhelming 
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septicemia.  It  also  includes  cardiac  arrest, 
cardiac  failure,  or  both  that  may  occur  sud- 
denly following  an  operation  or  in  acute 
pulmonary  embolism,  acute  pulmonary  ede- 
ma, epilepsy,  cerebral  hemorrhage,  or  coma 
due  to  multiple  causes. 

3.  The  following  patient  is  )iot  a  candi- 
date for  intensive  resuscitative  efforts : 
The  obviously  terminally  ill  patient  who 
finally  arrives  at  the  point  of  no  return 
after  a  prolonged  illness.  Death  is  simply 
the  culmination  of  the  natural  course  of 
events  for  this  patient,  and  no  amount  of 
intensive  resuscitative  effort  will  make  any 
difference. 

IV.   Cardiac   Monitoring* 

The  use  of  continuous  oscilloscopic  moni- 
toring of  the  cardiac  mechanism,  in  conjunc- 
tion with  trained  nursing  personnel,  is  in- 
dicated in  any  medical  or  surgical  emergency 
where  the  cardiac  mechanism  is  failing  or 
is  likely  to  fail.  The  need  for  monitoring  be- 
comes all  the  more  acute  in  those  instances 
where  there  is  already  interference  with  the 
normal  conduction  of  the  cardiac  impulse. 
In  all  these  instances  its  purpose  is  (1)  to 
provide  information  at  all  times  in  regard 
to  heart  rate,  rhythm,  and  ECG  contour; 
(2)  to  provide  an  alarm  system  which  will 
alert  the  patient's  nurse  and  floor  charge 
nurse  of  cardiac  standstill  or  ventricular 
fibrillation;  (3)  to  institute  automatically 
external  pacing  of  the  heart,  where  the  auto- 
matic feature  is  temporarily  desired  (of 
particular  value  in  cases  of  complete  atrio- 
ventricular block).  The  cardiac  monitor  is 
only  an  aid  in  making  it  possible  to  institute 
basic  emergency  treatment  at  a  time  when 
it  will  do  the  most  good. 

The  original  purpose  of  the  intensive  care 
unit  was  to  supply  trained  personnel,  appro- 
priate electronic  alarm  equipment,  and  a 
place  in  which  to  treat  the  cardiopulmon- 
ary catastrophe.  Experience  during  the  past 
several  years  has  raised  certain  questions  on 


-j'Monitoring  equipment  in  use  at  present  in  tlie  intensive 
care  unit  of  our  hospital  consists  of  Electrodyne  PIVIS-5 
Combination  Cardiac  Monitor  Pacemakers.  These  units 
provide  continuous  visual  display  of  the  electrocardiogram 
on  a  live-inch  electi'ocaidioscupe.  An  audible  atid  visi':;e 
cardiac  alarm  monitor  is  also  included.  Tlie  D(J  defibrilla- 
tor is  also  made  by  the  Electrodyne  Corporation. 


the  validity  of  this  concept.  Such  experience 
has  suggested  the  need  for  a  shift  in  em- 
phasis from  the  treatment  of  cardiac  arrest 
to  its  prevention.  For  this  more  prophylactic 
role,  adequate  and  reliable  cardiac  monitor- 
ing equipment  is  indispensable,  in  order  to 
detect  those  changes  in  impulse  conduction 
which  so  often  precede  the  onset  of  ventri- 
cular fibrillation  or  standstill.  Each  hospital 
unit  should  have  its  own  special  order  sheet 
giving  detailed  instructions  for  managing 
rhythm  disturbances. 

V.  The  Ivtevsive  Care  Nurse 
The  application  of  intensive  care  prin- 
ciples in  an  area  of  the  hospital  specificially 
organized  and  equipped  for  the  treatment  of 
the  acute^v  ill  patient  has  resulted  in  more 
effective  treatment,  increased  saving  of  lives, 
and  better  utilization  of  the  skills  of  all 
personnel  involved  in  the  therapeutic  under- 
taking. With  due  respect  for  the  newer  elec- 
tronic monitoring  and  resuscitative  equip- 
ment, and  with  full  appreciation  of  physi- 
cians properly  oriented  in  intensive  resus- 
citative effort,  the  key  to  any  system  of  in- 
tensive care  is  felt  to  be  the  intensive  care 
nurse."* 

In  the  practical  approach  to  the  problem 
of  sudden  death,  it  is  clear  that  physicians 
cannot  remain  with  patients  constantly,  nor 
can  they  reach  the  bedside  from  their  of- 
fices, or  even  from  other  parts  of  the  hos- 
pital in  time  to  prevent  death  due  to  car- 
diac arrhythmia.  For  this  reason,  the  inten- 
sive care  nurse  assumes  the  key  role  in  ac- 
cepting the  responsibility  for  electrocardio- 
graphic monitoring  and  other  sophisticated 
systems  of  following  the  progress  of  the  in- 
tensive care  unit  patient  and  his  response 
to  treatment.  More  significantly,  for  the 
reasons  just  given,  the  nurse  herself  must 
initiate  the  program  of  defibrillation  and 
pacemaking. 

The  Onslow  Memorial  Hospital  unit  was 
in  full  operation  by  the  fall  of  1965.  Since 
that  time  the  operation  of  this  and  other 
intensive  and  coronary  care  units  have 
shown  how  remarkably  competent  the  inten- 
sive care  unit  nurse  is.  For  orientation  in 
the  mechanics  of  monitoring,  defibrillating 
and   pacemaking,   it   is   imperative  that  all 
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nurses  working  in  the  unit  be  given  proper 
instruction  and  education  on  a  continuing 
basis.  Such  instruction  should  be  designed 
to  supplement  those  skills  that  form  the 
basis  for  the  care  of  the  acutely  ill  patient. 
The  new  responsibilities  thus  assumed  are 
entirely  within  the  realm  of  the  professional 
nursing  practice  code,  which  includes  the 
"administration  of  medicine  and  treatments 
as  prescribed  by  a  person  licensed  to  prac- 
tice medicine."  The  use  of  the  defibrillatoi' 
and  the  pacemaker  under  prescribed  condi- 
tions is  a  lifesaving  treatment,  administered 
by  the  nurse,  who  thus  becomes  a  vital  link 
between  the  physician's  own  skills  and  the 
acute  needs  of  his  patient. 

Therefore,  the  Medical  Staff  and  Board  of 
Trustees  of  Onslow  Memorial  Hospital  af- 
firm the  position  that  ventricular  defibril- 
lation by  external  electrical  countershock  is 
an  emergency  lifesaving  procedure  which 
should  be  performed  by  an  adequately 
trained  nurse.  The  use  of  the  external  pace- 
maker, under  prescribed  emergency  condi- 
tions, is  similai'ly  approved.  If  a  physician 
is  immediately  available,  it  is  expected  that 
he  will  supervise  the  procedure  and  lend 
all  necessary  assistance  until  the  patient  is 
out  of  danger.  The  performance  of  such 
skills  and  services  by  the  nurse  will  require 
thorough  training  in  the  indications  for,  and 
the  techniques  of,  defibrillation  and  pacing 
the  heart.  Such  a  program  of  instruction 
has  been  in  effect  at  Onslow  Memorial  Hos- 
pital since  the  opening  of  its  intensive  care 
unit. 

As  a  result  of  this  instruction,  each  regis- 
tered professional  nurse  will  be  certified  by 
name.  In  the  final  analysis,  she  will  exercise 
judgment  in  determining  for  herself  her 
qualifications  and  competency  to  perform 
all  the  duties  of  the  intensive  care  nurse. 

The  following  duties  may  therefore  reas- 
onably be  assigned  to  the  Onslow  Memorial 
Hospital  intensive  care  nurse. 

1.  Attach  monitor  to  the  patient,  connect 
the  electrocardiograph  unit,  and  take  perio- 
dic rhythm  strips. 

2.  Recognize  basic  monitor  patterns  in- 
cluding the  normal  pattern  and  rhythm  and 
certain  abnormal  rhythms,  including  tachy- 
cardia, bradycardia,   premature  ventricular 


contractions,  ventricular  arrest,  and  ventri- 
cular fibrillation. 

3.  Recognize  the  indications  for  pacing 
the  heart. 

4.  Recognize  the  indications  for  defibril- 
lating  the  heart. 

5.  Initiate  defibrillation  or  pacing,  when 
indicated,  on  the  monitored  patient. 

6.  Be  familiar  with  all  phases  of  resusci- 
tation, the  most  important  being  when  and 
how  to  initiate  resuscitation. 

7.  Coordinate  the  basic  principles  of  resus- 
citation with  emergency  electronic  proced- 
ures, such  as  pacemaking  and  defibrillation. 

8.  Be  prepared  to  initiate  and  carry  out 
all  of  the  above  measures  pending  the  ar- 
rival of  the  patient's  physician. 

9.  Assist  the  patient's  physician  in  all 
phases  of  follow-up  resuscitative  effort. 

Sicmmary 

The  policies  and  procedures  of  the  On- 
slow Memorial  Hospital  Intensive  Care  Unit 
are  presented.  Inasmuch  as  they  reflect  our 
brief  experience  with  a  coordinated  approach 
to  intensive  care,  they  have  provided  valu- 
able guidelines  for  our  own  medical  staff. 

Details  of  physical  construction  and  de- 
scriptions of  electronic  equipment  in  use 
have  been  reported  in  numerous  articles  on 
the  coronary  care  unit.^'''*'  The  purpose  of 
the  manual  is  not  to  review  this  phase  of 
the  subject,  but  rather  to  report  policies 
developed  as  a  result  of  our  two  years'  ex- 
perience. What  these  policies  and  procedures 
emphasize  are:  (1)  standardization  of  a 
regimented  and  energetic  approach  to  the 
prevention  and  treatment  of  cardiopulmon- 
ary arrest;  (2)  the  absolutely  indispensable 
role  of  the  intensive  care  nurse;  and  (3)  a 
continuing  program  of  education  and  coordi- 
nation of  intensive  caz'e  techniques  for  the 
medical  staff  as  well  as  the  intensive  care 
nurse.  It  is  hoped  that  these  guidelines  will 
help  to  stimulate  other  small  community 
hospitals  to  develop  a  similar  program  of 
intensive  care. 
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Doctor    Patrick    Garvey 

Thomas  C.  Parramore,  Ph.D. 


In  an  earlier  article  the  writer  dealt  with 
the  exuberant  public  life  of  Dr.  George 
Alleyn  of  Edenton,  who  on  two  occasions 
took  his  differences  with  the  colonial  gov- 
ernment to  the  point  of  street  brawls  with 
the  Governor.  It  was  not  contended  that 
such  raucous  behavior  was  typical  of  the 
colonial  physician,  but  neither  was  Alleyn's 
an  isolated  case.  Another  18th  Century  Tar 
Heel  physician  who  earned  a  reputation  for 
irrepressible  public  conduct  was  Patrick 
Garvey. 

We  first  hear  of  Garvey  in  Philadelphia  at 
the  opening  of  the  year  1780.  A  "bold  lo- 
quacious Irish  doctor" — as  an  acquaintance 
described  him^ — Garvey  was  employed  as 
an  accountant  on  the  staff  of  Dr.  Andrew 
Craigie,  apothecary-general  of  the  Conti- 
nental Army.-  Intermittently  describing  him- 
self as  a  doctor,  Garvey's  principal  inter- 
ests appear  to  have  been  mercantile  and  he 
was  understood  to  be  conducting  an  active 
commerce  outside  of  his  regular  duties. 

The  Morgan-Shippen  Affair 

The  year  1780  was  destined  to  be  a  tumul- 
tuous one  in  the  military  medical  organiza- 
tion. The  five-year  feud  between  Dr.  John 
Morgan,  former  director-general  of  the 
Army  Medical  Service,  and  Dr.  William 
Shippen,  Jr.,  his  successor,  was  rapidly 
reaching  a  climax.  Dr.  Morgan's  dismissal 
in  1777  was  partly  the  result  of  the  bitter 
rivalry  between  himself  and  Shippen,  and 
most  of  the  prominent  names  in  American 


From   the   Department   of  History,   Meredith   College,   Ra- 
leigh, N.   C. 


medicine  had  by  now  been  enlisted  on  one 
side  or  the  other.  Dr.  Bodo  Otto  championed 
the  cause  of  Shippen  against  Benjamin  Rush 
and  others  who  sought  to  vindicate  Morgan 

Editorial  comment  on  page  258 

by  maligning  his  antagonist.^  Shippen  had 
already  been  court-martialed  and  acquitted 
on  charges  of  misappropriation  of  funds  and 
other  misdeeds,  but  Rush  was  steadily  build- 
ing a  new  case. 

Patrick  Garvey  had  been  employed  for 
several  months  by  Dr.  Craigie  before  he,  too, 
joined  in  the  fray.  On  December  15,  1780 
Garvey  appeared  before  a  Philadelphia 
magistrate  and  swore  out  a  statement 
against  Shippen.  He  charged  that  he  had 
been  indirectly  approached  by  Shippen  early 
in  the  year  and  asked  to  alter  Shippen's 
books  so  as  to  cover  a  neglect  in  "taking  re- 
ceipts." This  and  a  subsequent  request  by 
Shippen  to  have  the  general  hospital  billed 
for  instruments  ordered  for  his  own  use  were 
both  indignantly  refused  by  Garvey.  It  was 
Garvey's  opinion,  as  he  informed  the  Penn- 
sijlra)iia  Packet,  that  Shippen  was  "an  in- 
famous character  and  corrupt  beyond  de- 
scription."^ 

The  evidence  furnished  by  Garvey  was 
eagerly  exploited  by  Rush  and  others  of  the 
anti-Shippen  faction,  but  it  had  scarcely 
reached  public  notice  when  it  was  learned 
that  Garvey  had  been  arrested.  The  charge 
against  him  was  that  he  had  traded  illegally 
with  the  British  in  New  York.  Rush  im- 
mediately gave  out  that  Shippen  was  behind 
Garvey's  arrest  just  as  he  had  been  behind 
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Fig.  1.  Portrait  of  Elkanah  Watson,  painted  in  London, 
by  John  Singleton  Copley.  Watson  lived  during  1787 
and  1788  at  Ml.  Sion  plantation  in  Hertford  County.  An 
Ardent  Federalist,  he  later  gained  fame  as  the  principal 
promoter  of  ihe  Erie  Canal  and  inaugurator  of  the 
county  fair  movement  in  America.  (Reproduced  by 
courtesy  of  the  Library  of  Congress) 

the  banishment  on  another  occasion  "of  a 
gentleman  of  this  city,  whom  he  expected 
to  appear  against  him  in  a  court  martial."'' 
The  case  against  Garvey  rested  on  a  de- 
position by  Beesly  Edgar  Joel,  an  interna- 
tional adventurer  posing  as  a  deserter  from 
the  British  army.  On  this  basis  Garvey  was 
jailed  briefly  at  Philadelphia  and  then 
hustled  off  to  prison  at  Monmouth,  New 
Jersey  to  await  trial.  Dr.  Craigie  wrote  un- 
easily to  Mrs.  Garvey  that  he  believed  her 
husband  "to  be  a  friend  of  his  country  and 
an  honest  man  .  .  ."  but  the  anti-Shippen 
clique  had  obviously  suffered  a  setback." 

The  record  of  Garvey's  trial  has  not  come 
to  light  but  his  erstwhile  cellmate,  Samuel 
Rowland  Fisher,  was  probably  right  in  ob- 
serving in  his  diary  that  the  authorities 
seemed  to  have  little  evidence  but  were  "de- 
termined to  harass"  Garvey  in  any  way  they 
could.''  At  all  events,  Garvey  got  off  lightly 


for  he  was  back  in  Philadelphia  by  1782  in 
the  capacity  of  a  merchant." 

Activities  in  North  Carolina 

While  the  Shippen  affair  raged  on,  Gar- 
vey departed  Philadelphia  with  his  family 
in  1783  and  moved  his  base  of  operations 
to  North  Carolina,  establishing  residence  at 
the  Chowan  river  village  of  Winton,  county 
seat  of  Hertford  county.  Here  he  was  busily 
employed  for  the  next  several  years  with  his 
medical  practice,  as  operator  of  the  Winton 
ferry. '  in  a  variety  of  trading  ventures,  and 
in  promoting  the  chartering  of  new  towns 
in  the  vicinity.^" 

Dr.  Garvey's  gift  for  stirring  the  wrath 
of  the  Establishment  was  demonstrated 
anew  in  1786  when  he  composed  and  cir- 
culated a  satirical  manuscript  entitled  "A 
List  of  New  Authors."  Among  the  digni- 
taries lampooned  in  the  document  was  at- 
torney-legislator John  Hamilton  of  Edenton, 
lately  defendant  in  a  suit  over  taking  fees 
from  both  sides  in  a  litigation.  He  was  listed 
by  Garvey  as  author  of  "The  Art  of  Taking 
a  Double  Fee."  The  doctor's  wit  was  lost 
on  Hamilton,  who  hailed  him  into  Superior 
Court,"  but  again  Garvey  appears  to  have 
eluded  punishment. 

Fight  Over  the  Constitution 
In  the  winter  of  1787  North  Carolina  be- 
came a  cockpit  of  debate  over  the  proposed 
new  federal  constitution.  Dr.  Garvey  early 
enlisted  his  efforts  in  behalf  of  those  who 
supported  the  new  plan  as  a  means  of  in- 
vigorating trade  and  strengthening  the 
Union.  But  the  rural  and  agrarian  majority 
looked  with  skepticism  on  the  federalist 
scheme,  seeing  in  it  the  seeds  of  a  new 
tyranny.  In  Hertford  county  the  anti-fed- 
eralists were  led  by  the  Reverend  Lemuel 
Burkitt,  a  "New  Light"  Baptist  who  pro- 
fessed to  see  the  establishment  of  Roman 
Catholicism  veiled  in  the  proposed  changes 
in  the  government. 
Garvey,  Mnrfree,  and  Watso7i 

Closely  associated  with  Garvey  in  the 
campaign  to  win  support  for  a  federal  union 
were  Hardy  Murfree,  locally  famous  as  a 
hero  of  the  Revolution,  and  Elkanah  Watson, 
a  gentleman-planter  whose  river-plantation 
was  situated  a  mile  above  Winton.  The  lat- 
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ter  was  truly  a  remarkable  figure:  a  native 
of  Massachusetts,  he  had  heretofore  enjoyed 
a  varied  career  as  a  merchant  in  France 
and  England,  a  confidante  of  Benjamin 
Franklin,  a  house-guest  of  George  Washing- 
ton, and  the  subject  of  a  portrait  by  the  re- 
nowned artist  John  Singleton  Copley.  Not 
yet  30  years  old,  his  future  contained  the 
inauguration  of  the  county  fair  movement 
in  America  and  the  leading  role  in  bringing 
to  fruition  the  dream  of  an  Erie  Canal. i- 
On  March  17,  1788  Garvey,  Murfree  and 
\\'atson  together  mounted  horses  and  set 
off  for  the  church  of  Mr.  Burkitt,  some  miles 
west  of  Winton.  It  had  come  to  their  atten- 
tion that  Burkitt  would  give  one  of  his  fre- 
quent "explanations"  of  the  new  constitu- 
tion and  the  federalist  trio  planned  to  offer 
a  rebuttal  to  his  opinions,  especially  as  it 
was  almost  time  for  the  election  of  delegates 
to  the  Constitutional  Convention  at  Hills- 
borough. Arriving  at  a  numerous  gathering, 
Garvey  and  his  companions  entered  the 
church  and  took  seats  in  the  rear. 

Burkitt's  Victory 

Burkitt  opened  his  address  with  a  review 
of  the  idea  of  erecting  a  new  capital  city 
for  the  Union:  "This  my  friends" — Watson 
is  our  source —  ".  .  .  this  will  be  wall'd  in 
like  unto  the  Walls  of  China.  Here  50  per- 
haps 100  thousand  regulars  will  be  finally 
embodied,  sally  forth  and  enslave  the  people, 
who  will  be  gradually  disarmed.""  At  this 
point  Garvey  and  company  moved  from  their 
places  and  headed  for  the  clerk's  seat  direct- 
ly under  the  pulpit,  fully  bent  upon  contra- 
dicting the  preacher.  As  Dr.  Garvey,  who 
carried  a  copy  of  the  new  Constitution  in 
his  hand,  lifted  his  voice  to  challenge  Bur- 
kitt, he  was  at  once  "interrupted  by  a  spon- 
taneous movement"  that  swelled  swiftly  into 
"a  downright  uproar.""  Caught  unaware, 
Garvey  and  his  allies  lost  their  resolve, 
dashed  from  the  building,  and  fled  the  scene. 
The  meeting,  however,  broke  up  in  utmost 
confusion. 

The  following  day  was  election  eve.  Garvey 
and  Elkanah  Watson  met  to  consider  what 
might  be  done  to  foil  the  anti-federalists, 
whose  intention  it  was  to  elect  Burkitt  to 
the  convention  even  though  he  was  not  a 


declared  candidate.  Together  the  pair  ex- 
ecuted a  caricature  of  Burkitt  which  they 
"committed  to  some  resolute  fellows  to  post 
it  at  the  door  of  the  court  house  (in  Winton) 
just  at  the  opening  of  the  poll."'"' 


Fig.  2.  This  caricature,  drawn  by  Elkanah  Watson  and 
Dr.  Patrick  Garvey,  represents  their  political  opponent. 
Rev.  Lemuel  Burkitt,  speaking  from  his  pulpit  at 
what  is  now  Roxobel.  N.  C.  in  March,  1788.  The  sketch, 
with  the  words  "and  lo  he  brayeth"  on  the  label,  started 
a  riot  when  posted  in  the  Hertford  County  Courthouse 
on  election  day  for  the  constitutional  convention,  for 
which  Burkitt  was  a  candidate.  (From  Letters  and 
Papers  of  Elkanah  Watson,  New  York  State  Library, 
Albany,  N.  Y.) 

Burkitt's  supporters,  arriving  next  day 
to  cast  their  votes,  were  predictably  enraged 
by  the  drawing  and  its  pretorian  guard.  An 
effort  to  tear  down  the  caricature  dissolved 
into  "a  general  battle"  which  Garvey  and 
Watson  lingered  only  long  enough  to  see 
well  begun  before  taking  "French  leave,"  as 
Watson  put  it.'"  The  anti-federalists,  their 
resolution  undampened.  elected  Burkitt  and 
he  subsequently  voted  with  the  majority 
to  keep  North  Carolina  out  of  the  new  union. 
A  second  convention  a  year  later  was  needed 
to  make  North  Carolina  one  of  the  United 
States. 

"An  Honest  Man  and  a  True  Whig" 

Patrick  Garvey  moved  to  Murfreesboro  in 
1789  and  became  partner  in  a  distillery 
there.  He  personally  sailed  a  small  vessel  to 
Philadelphia  to  acquire  a  worm  for  his  still,'' 
an  enterprise  that  could  produce  1000  gal- 
lons of  rum  or  500  gallons  of  whiskey  a 
week.'*  Settling  down  to  a  more  ordered 
life,  he  became  an  active  Mason"*,  a  justice 
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of  the  peace-",  and  a  generally  useful  citi- 
zen. Shortly  before  1800  he  moved  to  Cam- 
den county  where  he  was  a  postmaster  for 
some  time  prior  to  his  death  in  August, 
1810.=' 

The  aftermath  of  the  "Philadelphia  Con- 
troversy" had  been  the  gradual  decline  of 
Dr.  Shippen's  personal  and  professional 
reputation.  In  retrospect,  Garvey's  charges 
seem  somewhat  more  credible  than  at  the 
time  he  made  them,  as  do  those  of  Benjamin 
Rush  and  John  Morgan.  Moreover,  Garvey's 
conduct  in  North  Carolina  would  seem  to 
leave  no  doubt  whatever  about  his  stead- 
fast, even  reckless,  patriotism.  Going  out  on 
a  limb  in  Garvey's  behalf  in  1781,  Benjamin 
Rush  had  written  of  him  that  "Upon  full 
investigation  of  his  conduct  and  character, 
he  appears  to  be  an  honest  man  and  a  true 
Whig."--  Those  words  could  have  served  as 
a  fitting  epitaph  29  years  afterward. 
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"Much  depends,  says  Dr.  Calahan,  on  the  style  in  which  the  bicycle  is  ridden,  and  women 
should  be  well  taught.  The  lessons  should  not  be  more  than  half  an  hour  long,  at  first,  and 
more  attention  should  be  paid  to  suitability  of  costume.  The  dress  should  be  loose  about  the 
waist,  with  the  skirt  much  shorter  than  that  of  an  ordinary  gown,  and  the  shoes  should 
be  high,  to  give  support  to  the  ankles,  and  with  low  heels.  "Bloomers  without  a  skirt  are 
ungraceful  and  unnecessai-y,"  says  Dr.  Calahan:  "they  have  no  excuse  for  existence,  and 
are  only  mentioned  here  to  be  condemned."  This  seems  to  us  a  matter  of  taste,  but  we 
quite  agree  with  Dr.  Calahan  from  that  standpoint. 

"A  most  important  feature  of  Dr.  Calahan's  paper,  we  think,  is  that  which  treats  of  the 
rider's  attitude  on  the  bicycle.  A  good  general  rule,  she  thinks,  is  to  have  the  machine  so 
adjusted  that  the  weight  of  the  body  will  be  evenly  divided  between  the  saddle,  the  handle- 
bars, and  the  pedals.  The  saddle  should  be  high  enough  and  far  enoug-h  back  to  cause  the 
body  to  incline  slightly  forward:  the  bars  should  be  sufficiently  low  and  so  placed  that  with 
the  hands  grasping  them  the  wrists  will  be  extended  and  the  elbows  slightly  flexed;  and 
the  pedal  should  be  so  adjusted  that  when  it  is  nearest  to  the  ground  the  ankle  will  be  some- 
what straightened  and  the  knee  slightly  bent.  By  this  arrangement  the  weight  is  more  evenb' 
distributed,  better  command  of  the  bars  and  pedals  is  obtained,  and  direct  jars  to  the 
spine  and  viscera  are  obviated.  Exaggerated  leaning  forward  is  dangerous."— "Bulletin  of 
the  North  Carolina  Board  of  Health."  October  1898. 
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STUDENT  AMA  CHOICES  FOR  THE 
PRESIDENTIAL   RACE 

About  1100  delegates  attended  the  recent 
Detroit  meeting  of  the  Student  American 
Medical  Association,  and  got  involved  in  a 
lot  of  things,  including  the  granting  of  a 
hearing  to  a  fellow  who  doesn't  like  the 
American  Medical  Association.  Among  their 
activities  was  a  straw  vote  on  possibilities 
for  the  presidential  race,  vi'hich  gave  one 
vote  to  Al  Capp  for  president  and  one  to 
Harold  Stassen  for  vice-president;  Stassen 
may  yet  find  a  niche!  Senator  Eugene  Mc- 
Carthy led  the  ticket  for  the  nomination 
for  both  president  and  vice-president  of  his 


party,  by  a  3-to-l  margin.  In  the  Republi- 
can voting,  Nelson  Rockefeller  was  a  2-to-l 
favorite  over  Nixon  for  the  presidential 
nomination,  while  Percy  led  Lindsay  by  one 
vote  for  the  vice-presidential  slot.  The  gen- 
eral prediction  of  the  group  was  that  the 
Republicans  could  win,  with  one  fellow  vot- 
ing for  "Anarchists."  While  this  man  might 
just  have  been  a  hung-over  wag,  he  might 
get  his  wish,  the  way  things  are  going. 

Voting  analysis  being  in  the  best  of  style 
this  season,  the  medical  student  vote  is  fair 
game.  One  cannot  apply  to  them  the  some- 
what contemptuous  comment  made  about 
college  students  for  McCarthy — -that  they  are 
too  young  to  vote,  so  let  them  talk.  But  it  is 
possible  to  wonder  whether  they  have  had 
enough  time  to  digest  the  issues  and  to  cir- 
culate sufficiently  to  know  how  people  feel. 
Medical  students  are  generally  such  an  aca- 
demically harassed  group  that  they  have  to 
look  out  the  windows  to  get  an  idea  of  the 
season,  and  feel  guilty  about  reading  a  news- 
paper when  they  should  be  beavering  in  the 
medical  library.  On  the  other  hand,  they  are 
bright,  young,  and  in  general  on  the  con- 
servative side  both  by  family  background 
and  their  vested  interest  in  their  profession. 
The  delegates  to  the  SAMA  are  likely  to  be 
more  politically  sensitive  than  their  fellows 
who  have  stayed  home  grinding  while  they 
went  to  the  convention.  On  the  balance,  the 
voting  at  the  SAMA  meeting  is  probably  a 
valid  and  interesting  sample  of  what  the 
next  generation  of  physicians  thinks  is  going 
to  happen.  Now  it  is  our  turn  to  think  about 

their  preferences. 

*     *     * 

DR.  PATRICK  GARVEY 
The  ads  of  the  Pepsi-Cola  company  re- 
mind us  often  that  North  Carolina  is  one  of 
the  13  original  states,  but  they  do  not  men- 
tion that  it  took  two  tries  to  get  us  into 
that  select  group,  as  Dr.  Parramore  reminds 
us.  It  is  good  to  know  that  a  physician  was 
one  of  the  far-sighted  leaders  who  brought 
us  into  the  federalist  camp,  although  there 
are  no  doubt  some  amongst  us  who  think 
that  Burkitt  and  his  followers  were  right. 

In  the  Garvey  paper,  Dr.  Parramore  keeps 
before  us  the  image  of  the  physician-politi- 


I 


•June,  1968 


EDITORIALS 


259 


cian  he  has  dealt  with  in  his  previous  papers. 
In  this  election  year  such  a  stimulus  is  es- 
pecially welcome,  and  our  own  legislative 
committee  does  all  it  can  to  urge  physicians 
to  get  into  politics,  to  the  extent  of  running; 
for  office  themselves.  We  are  still  members 
of  an  educated  group,  interested  in  human 
welfare,  and  as  well  positioned  as  lawyers 
to  bear  a  hand  in  affairs  of  state.  We  might 
not  be  able  to  run  a  legal  still  in  North 
Carolina,  as  Garvey  did,  but  we  can  do  many 
of  the  things  that  energetic  Irishman  ac- 
complished. 

SUMMER  WORK  FOR  STUDENTS 
Among  the  ways  in  which  medicine  has 
traditionally  attracted  the  attention  of  the 
next  generation  is  offering  an  opportunity 
to  work  in  physicians'  offices  and  hospitals. 
Not  only  are  future  physicians  thus  encour- 
aged, but  the  full  range  of  people  in  the 
allied  health  fields.  Beginning  at  the  Christ- 
mas vacation  period,  most  physicians  begin 
to  get  inquiries  from  hopeful  youths  about 


working  during  the  summer  months  in  .some 
capacity  which  would  give  them  a  taste  of 
a  life  in  medicine.  And  such  experience  is 
almost  always  brought  out  in  medical  school 
admission  interviews  as  a  significant  step 
in  the  firming  of  a  resolve  to  study  for  the 
profession. 

With  this  tradition  in  existence,  it  is  no 
problem  for  the  medical  profession  to  take 
part  in  Governor  Moore's  program  seeking 
100,000  summer  jobs  for  high  school  and 
college  students.  In  his  letter  of  April  26, 
1968,  addressed  to  Mr.  Barnes,  he  asks  our 
cooperation  and  support,  to  which  this  edi- 
torial responds  in  part.  Vastly  more  im- 
portant will  be  the  response  of  individual 
physicians  in  actually  making  places  for  the 
students  who  want  to  work.  The  North  Caro- 
lina Citizen's  Association  was  the  first  pri- 
vate organization  to  endorse  the  Governor's 
program ;  these  business  and  industrial  lead- 
ers are  contacting  all  of  their  member  com- 
panies and  urging  their  participation.  So 
are  we. 


Hawaii  is  now  American  territory,  and  with  its  annexation  the  government  has  taken 
upon  its  shoulders  not  only  the  responsibility  of  ruling,  but  also  the  task  of  looking-  after 
the  health  of  its  inhabitants  and  supervising  the  sanitary  arrangements  of  the  island.  When 
the  existing  condition  of  affairs  as  regards  matters  hygienic  and  the  state  of  public  health 
generally  in  Hawaii  is  taken  into  consideration,  it  must  be  conceded  that  all  the  labor  will 
be  Augean.  For  many  years  the  Sandwich  Islands  have  been  hotbeds  of  disease,  and,  until 
drastic  remedial  measures  have  been  put  into  force,  are  Hkely  to  remain  so.— "Bulletin  of 
the  North  Carolina  Board  of  Health."  October  1898. 
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Some  physicians  in  several  areas  of  the 
state  have  objected  to  recent  actions  of  the 
House  of  Delegates  authorizing  a  $25  in- 
crease in  dues  for  operating  expenses  of  the 
Society,  and  a  limited,  five-year  increase  for 
the  purpose  of  "building  and  maintaining" 
a  headquai'ters  facility  in  Raleigh,  both  to 
become  eft'ective  in  January,  1969. 

Expressions  from  the  members  regard- 
ing Society  matters,  critical  or  otherw^ise, 
are  always  welcomed  by  the  President  and 
other  officers.  Two-way  communications 
concerning  all  our  Society  endeavors  are 
both  necessary  and  desirable.  I  intend  to 
strive  for  more  effective  communication  by 
all  possible  means. 

In  matters  such  as  these,  it  would  help  a 
great  deal  if  all  members  would  read  the 
important  information  issued  by  our  head- 
quarters office,  such  as  the  Compilation  of 
Committee  Reports  and  the  Proceedings  of 
the  Executive  Council  and  House  of  Dele- 
gates. As  you  know,  our  Headquarters  Fa- 
cility Committee  has  been  quite  active  dur- 
ing the  past  two  years.  The  matter  of  plan- 
ning, financing,  and  building  a  headquarters 
facility  has  been  discused  frequently  dur- 
ing this  period,  both  in  the  regular  summary 
editorials  in  this  JOURNAL  and  in  the  full 
reports  which  are  published  as  supplements. 

The  agenda  for  the  Executive  Council 
meeting  of  May  11,  1968,  included  a  report 
from  the  Headquarters  Facility  Committee. 
This  report  was  accepted  and  referred  to 
the  House  of  Delegates  for  consideration  at 
its  meeting  on  May  12,  when  it  was  then 
assigned  to  Reference  Committee  No.  1, 
which  met  that  evening.  This  meeting  was 
open  to  all  members  of  the  Society;  notifi- 
cation of  it  appeared  on  page  22  of  the  pro- 
gram of  the  Annual  Session. 

The  Speaker  of  the  House  also  announced 
this  meeting  and  invited  all  members  to 
attend.  I  strongly  urge  all  physicians  to  par- 
ticipate in  these  important  Reference  Com- 
mittee hearings.  The  matter  of  financing 
was  discussed  thoroughly  and  exhaustively 


by  members  of  the  Finance  Committee  and 
officers  of  the  Society  on  Monday,  May  13, 
and  again  at  a  called  meeting  of  the  Execu- 
tive Council  on  Tuesday  morning.  May  14. 
The  council's  recommendation  was  presented 
to  the  House  on  Tuesday  afternoon  May  14. 
Full  and  complete  discussion  was  invited  by 
Speaker  Koonce  and  President  Ross.  The 
recommendation  was  passed. 

The  House  of  Delegates  is  made  up  of 
legally  elected  and  certified  representatives 
from  each  county  medical  society.  Careful 
count  was  kept  at  all  times  to  make  sure 
that  a  quorum  was  present  before  action  was 
taken.  To  the  best  of  my  knowledge,  these 
procedures  were  carried  out  in  conformity 
with  the  Constitution  and  Bylaws  of  the  So- 
ciety. 

Having  participated  in  our  Executive 
Council  meetings  for  a  number  of  years,  I 
can  say  quite  definitely  that  I  do  not  recall 
a  single  decision  having  been  made  in  which 
all  the  viewpoints  of  the  Society  membership 
were  not  considered  at  length  and  weighed 
carefully. 

I  want  the  entire  membership  to  be 
fully  informed  about  an  undertaking  of 
such  major  importance  as  the  one  be- 
ing considered.  To  that  end,  I  plan  to 
prepare  and  send  to  every  member  of  the 
Society  a  letter  enlarging  on  the  foregoing 
information.  It  is  also  my  intention  to  set 
up  several  groups  of  ofl^cers,  including  coun- 
cilors, to  be  available  to  visit  the  county  so- 
cieties, present  this  matter,  and  participate 
in  discussions  about  it.  In  addition,  a  paper 
will  be  prepared  for  publication  in  the 
Journal,  giving  a  detailed  account  of  the 
building  project.  As  soon  as  this  informa- 
tion can  be  prepared  and  placed  in  the  hands 
of  the  members,  statements  of  opinion  from 
individuals  or  groups  will  be  given  respect- 
ful attention. 

More  participation  and  better  communica- 
tion on  the  part  of  the  entire  membership 
are  essential  to  the  vitality  of  our  Society. 
David  Goe  Welton,  M.D. 
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COMING  MEETINGS 

Duke  University  Medical  Center.  Course  in  Medical 

Mycologj-— Durham.  July  8-August  3. 

Institute  on  Tuberculosis  and  Other  Respiratorj'  Dis- 
eases—Blue Ridge  Assembly.  Black  Mountain.  July  8-11. 

Duke  University  Medical  Center,  postgraduate  course 
—Atlantis  Lodge.  Atlantic  Beach.  July  15-20. 

Nineteenth  Annual  Winston-Salem  Heart  Symposium 
—Robert  E.  Lee  Hotel.  Winston-Salem,  September  27. 

Eighth  Charlotte  Postgraduate  Seminar — Charlotte. 
October  2-.3. 

North  Carolina  Academy  of  General  Practice  Meet- 
ing— .lack  Tar  Hotel,  Durham.  October  31— November 
2. 

North  Carolina  Chapter.  American  Academy  of  Pedia- 
trics, and  the  North  Carolina  Pediatric  Society — The 
Carolina.  Pinehurst.  November  22-23. 

Conference  on  Psychiatric  Emergencies  in  Private 
Medical  Practice,  sponsored  by  Cherry  Hospital  and 
the  Mental  Health  Committee  of  the  Medical  Society 
of  the  State  of  North  Carolina— Goldsboro  Motor  Hotel. 
Goldsboro.  November  7. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

OF  Wake  Forest  University 

Dr.  Leland  E.  Powers,  associate  director  of  the 
Association  of  American  Medical  Colleges,  has  been 
appointed  to  the  faculty  of  the  Bowman  Gray  School 
of  Medicine  as  professor  of  preventive  medicine  and 
director  of  the  Division  of  Allied  Health  Sciences.  His 
appointment  will  be  effective  July  1. 

As  director  of  the  newly  established  Division  of 
Allied  Health  Sciences,  he  will  be  responsible  for  the 
supervision,  coordination,  and  further  development  of 
the  medical  center's  pai'amedical  education  programs. 

Dr.  Powers,  who  has  been  with  the  Association  of 
American  Medical  Colleges  for  the  past  10  years, 
formerly  served  as  director  of  the  School  of  Public 
Health  and  associate  dean  of  the  Faculty  of  Medical 
Sciences  of  the  American  University  of  Beirut.  Lebanon, 
where  he  also  was  professor  and  chairman  of  the 
Department  of  Preventive  Medicine.  Earlier  he  was 
professor  and  executive  officer  of  the  Department  of 
Preventive  Medicine  at  the  University  of  Washington. 

He  holds  the  M.D.  degree  from  the  University  of  Iowa 
and  the  M.S.  degree  in  public  health  from  the  Univer- 
sity of  Michigan. 

*    *    * 

Dr.  Richard  Janeway.  assistant  professor  of  neur- 
ology, has  been  awarded  a  Markle  Scholarship  in  Medi- 
cal Science  by  the  John  and  Mary  R.  Markle  Founda- 
tion of  New  York.  He  is  the  fifth  Markle  Scholar  on 
the  Bowman  Gray  faculty. 

The  prestigious  five-year  scholarship  provides  a 
$30,000  grant,  paid  at  the  rate  of  $6,000  a  yeai',  which 
the  medical  school  may  use  in  whatever  way  it  chooses 


to  aid  the  scholar's  development  as  a  teacher,  investi- 
gator, or  administrator. 

Dr.  Janeway.  who  is  progi'am  director  for  the  De- 
partment of  Neurology's  Cerebrovascular  Research 
Unit,  is  a  magna  cum  laude  graduate  of  Colgate 
University.  He  holds  the  M.D.  degree  from  the  Uni- 
versity of  Pennsylvania  School  of  Medicine. 

*  *  :;: 

The  establishment  at  the  Bowman  Gray  School  of 
Medicine  of  a  program  of  foreign  fellowships  in  ob- 
stetrics and  gynecology  for  outstanding  senior  medical 
students  was  announced  by  Dr.  Manson  Meads,  dean. 

The  P.  H.  Hanes  Foundation.  Inc..  awarded  the 
medical  school  a  two-year  grant  with  which  to  ini- 
tiate the  Dr.  Frank  R  Lock  Foreign  Fellow.ship  Pro- 
gram. 

Through  this  program,  students  who  have  demon- 
stated  exceptional  ability  and  interest  in  the  specialty 
will  be  able  to  take  one  quarter  of  special  clinical  train- 
ing in  obstetrics  and  gynecologv-  at  University  College 
Hospital  Medical  School.  University  of  London.  Train- 
ing will  be  directed  by  Prof.  Denys  V.  I.  Fairweather. 

Dr.  Richard  L.  Burt,  professor  and  chairman  of  the 
Department  of  Obstetrics  and  Gynecolog\'  at  the  Bow- 
man Gray  School  of  Medicine,  said  the  program 
will  become  operational  in  July  and  will  send  its  first 
fellow  to  London  in  September.  Fellows  will  be  selected 
by  the  department. 

The  program  was  named  for  Dr.  Lock,  professor  of 
obstetrics  and  gynecology,  in  recognition  of  his  many 
outstanding  contributions  to  the  specialty  as  a  medical 
educator,   researcher,  and  clinician. 

Dr.  Lock,  past  president  of  the  .American  College  of 
Obstetricians  and  Gynecologists  and  the  American 
Association  of  Obstetricians  and  Gynecologists,  cur- 
rently serves  as  president  of  the  South  Atlantic  Associa- 
tion of  Obstetricians  and  Gynecologists  and  as  presi- 
dent-elect of  the  American  Gynecological  Society.  He 
was  chairman  of  the  Department  of  Obstetrics  and 
Gynecology  at  Bowman  Gray  for  25  years  before  giv- 
ing up  his  administrative  duties  last  year. 

*  *    * 

An  exhibit  produced  by  the  Section  on  Urology  at 
the  Bowman  Gray  School  of  Medicine  won  first  prize 
at  a  recent  meeting  of  the  Southeastern  Section. 
American  Urological  Association.  The  meeting  was 
held  in  Atlanta. 

The  exhibit  illustrated  a  new  surgical  procedure  for 
the  removal  of  large  kidney  stones.  The  unique  opera- 
tion was  developed  at  the  medical  center  by  Dr.  William 
H.  Boyce,  professor  of  urology,  and  Drs.  'Vernon  Smith 
and  George  Drach.  both  residents. 

The  new  technique  permits  a  shorter  incision  in  the 
kidney,  minimizing  the  ri.sk  of  damage  to  the  vital  or- 
gan. 

The  three-panel  exhibit,  built  by  the  medical  school's 
Audio-'Visual  Department,  was  in  competition  with  60 
other  exhibits. 

•  •       ;i; 

Three  associate  professors  at  the  Bowman  Gray 
School  of  Medicine  have  been  promoted  to  the  rank 
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of  full  professor.  They  are  Dr.  Frank  R.  Johnston, 
surgery;  Dr.  Charles  N.  Remy,  biochemistry;  and 
Dr.  Louis  deS.  Shaffner,  surgery. 

They  are  among  16  members  of  the  full-time  faculty 
for  whom  promotions  were  approved  at  the  quarterly 
meeting  of  the  trustees  of  Wake  Forest  University. 
All  promotions  will  be  effective  July  1. 

Promoted  to  associate  professor  were  Dr.  Margaret 
C.  Conrad,  physiology;  Dr.  Robert  H.  Coombs,  so- 
ciology: Dr.  Robert  N.  Headley.  medicine;  Dr.  Alanson 
Hinman,  pediatric-neurology;  Dr.  Julius  A.  Howell, 
surgery  (pastic  surgery);  Dr.  Frank  H.  Hulcher,  bio- 
chemistry; Dr.  Robert  C.  McKone,  pediatrics;  Dr. 
(Jeorge  S.  Mahndzak.  physioIog>';  and  Dr.  Stephen  H. 
Richardson,  microbiology. 

Advanced  to  assistant  professor  were  Dr.  M.  Robert 
Cooper,  medicine:  Dr.  Stephen  Homer,  orthopedics; 
Dr.  Doris  Y.  Sanders,  pediatrics;  and  Dr.  William  J. 
Spencer,   medicine. 

Members  of  the  part-time  clinical  faculty  who  re- 
ceived promotions  were  Dr.  .John  H.  Nicholson  II, 
from  instructor  to  assistant  professor  of  clinical  medi- 
cine:   and  Dr.   Kenneth  F.  McCain,  from  assistant  to 

instructor  in  clinical  pediatrics. 

*  *    * 

Dr.  Felda  Hightower.  professor  of  surgery,  recently 
was  elected  president-elect  of  the  Southeastern  Surgical 
Congress.  A  former  vice  president  of  the  organization, 
he  will  be  installed  as  president  in  1969.  He  will  suc- 
ceed Dr.  Benjamin  F.  Byrd  Jr.  of  Nashville,  Tenn. 

Dr.  Hightower,  the  immediate  past  president  of  the 
North  Carolina  Chapter,  American  College  of  Surgeons, 
is  a  member  of  the  Board  of  Governors  of  the  Ameri- 
can College  of  Surgeons  and  is  treasurer  of  the  South- 
ern  Surgical   Association. 

*  *    * 

Dr.  William  H.  Boyce,  professor  of  urology,  recently 
returned  from  Leeds,  EnglEind.  where  he  presented 
two  papers  at  a  Renal  Stone  Symposium.  He  spoke  on 
"Organic  Matrix  of  Native  Human  Urinary  Concre- 
tions" and  "Macromolecular  Components  of  Kidney 
Calculi  in  Urine."  He  also  served  as  visiting  professor 
of  urology  at  Tulane  University  during  April. 

*  *    * 

Dr.  Richard  L.  Burt,  professor  and  chairman  of  the 
Department  of  Obstetrics  and  Gynecology,  delivered 
the  annual  Horace  G.  Smithy,  Jr.,  Memorial  Lecture  at 
the  Medical  College  of  South  Carolina  April  5  in  Char- 
leston, S.  C.  He  spoke  on  "Observations  Bearing  on 
Human  Placental  Lactogen  Function  in  Pregnancy." 

*  *    ^ 

Dr.  Harold  O.  Goodman,  professor  of  medical  gene- 
tics, participated  in  the  Joseph  P.  Kennedy,  Jr.  Founda- 
tion's Fourth  International  Scientific  Symposium  on 
Mental  Retardation  April  29  in  Chicago,  111.  He  pre- 
sented a  paper  on  "Phenotypic  Differences  in  Down's 

Syndrome." 

*  ♦    * 

Dr.  Donald  M.  Hayes,  associate  professor  of  medi- 
cine, presented  a  paper  on  "Cyclophosphamide  Ther- 
apy of  Ovarian  Carcinoma"  at  a  meeting  of  the  Ameri- 


can Society  of  Clinical  Oncologj-  April  10  in  Atlantic 
City,  N.  J. 

*  *    * 

Dr.  Hugh  B.  Lofland.  Jr.,  professor  of  pathology, 
spoke  at  a  joint  meeting  of  the  American  Oil  Chem- 
ists' Society  and  the  American  Association  of  Cereal 
Chemists  April  1  in  Washington,  D.  C.  His  topic  was 
"Sterol    Metabohsm     and    Atherosclerosis     in    Cebus 

Monkeys." 

*  *    * 

Dr.  David  R.  Mace,  professor  of  family  sociology, 
spoke  on  "The  Development  and  Status  of  Marriage 
Counseling  in  the  Contemporary  World  "  at  the  Groves 
Conference  on  Marriage  and  the  Family  April  22  in 
Boston.  Mass. 

*  ♦     * 

Dr.  Clark  E.  Vincent,  professor  of  sociology  and 
director  of  the  Behavioral  Sciences  Center,  was  the 
speaker  for  the  annual  Aaron  Brown  Memorial  Lec- 
tureship April  11-13  at  Baylor  University  College  of 
Medicine.  He  lectured  on  "Counseling  Young  Mar- 
riages" and  "Common  Patterns  of  Marital  Problems." 


News  Notes  from  the 
University  of  North  Carolina 

A  computer  system  to  monitor  the  conditions  of 
six  acutely  ill  patients  will  be  set  up  at  N.  C.  Me- 
morial Hospital  in  Chapel  Hill  under  a  three-year, 
$700,000  grant  from  the  National  Institutes  of  Health. 

The  new  grant  will  make  it  possible  to  develop  and 
install  a  computer-oriented  system  to  obtain  and 
handle  information  which  will  help  doctors  determine 
the  exact  condition  of  acutely  ill  patients. 

Each  of  six  beds  in  a  special  unit  of  the  hospital 
here  will  be  equipped  with  measuring  instruments  to 
provide  18  information  items  on  each  patient  including 
the  electrocardiogram,  blood  pressure,  heart  output, 
breathing  rate,  oxygen  usage,  body  temperature,  and 
blood  chemistry. 

From  these  18  "primary  "  information  items,  about 
75  "secondary'  items  will  be  derived  by  the  computer 
system. 

Ultimately,  the  system  is  expected  to  provide  infor- 
mation to  enable  a  doctor  to  predict  the  onset  of  a 
crisis  in  a  patient,  so  he  can  take  steps  to  prevent 
emergency  situations  from  arising. 

Dr.  Ralph  W.  Stacy,  professor  of  bioengineering 
and  biomathematics  in  surgery  at  the  University  of 
North  Carolina  School  of  Medicine,  is  director  of  the 
research  project. 

Dr.  Richard  M.  Peters,  surgeon  and  director  of 
UNC's  Division  of  Cardiovascular  and  Thoracic  Surgery, 
Bioengineering    and    Biomathematics,    is    the    clinical 

director  for  the  project. 

*    *    * 

A  new  mathematical  model  to  help  physicians  pin- 
point the  problem  in  patients  with  certain  lung  dis- 
orders was  explained  in  Galveston,  Texas,  on  April  5 
by  a  senior  medical  student  at  UNC  in  Chapel  Hill. 

Joseph  P.  Archie,  Jr.,  of  Kinston,  introduced  a  new 
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The  New  Enlarged  Program  of 

DISABILITY      INSURANCE 

APPROVED  AND  SPONSORED  BY 

The  Medical  Society  of  the  State  of  North  Carolina 

FOR  ITS  MEMBERS  SINCE  1940 
PLANS  DESIGNED  TO  MEET  PRESENT  DAY  NEEDS  UP  TO 

•  .$2.50.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 

PLAN   L-7  ^^-' ) 


Lifetime  Accident 

and 
7  vears  Sickness 


SEMI-ANNUAL  PREMIUMS 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  for 

Accidental 

Death 

Premium  Ag« 
40  and  Over 

fReduced  Premium 
To    Age  40 

$250.00 

Up   to   $50,000.00 

$5,000.00 

$244.50 

L         $183.50 

$200.00 

Up    to   $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 

Up   to   $30,000.00 

$5,000.00 

$148.50 

$111.50 

$100.00 

Up    to   $20,000.00       $5,000.00 

$100.50 

$  75.50 

PLAN    L-65  ^^°"^ '^'"'"^ 


SEMI-ANNUAL  PREMIUMS 


Lifetime  Accident 

and 

for  Sickness, 

from  Inception  of 

Disability  to 

Your  Attainment 

of  Aee  65 

Up  to  2  Years 

from  Age  65 

to  Age  70 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum   for 

Accidental 

Death 

Premium  Age 
40  and  Over 

tReduced  Premium 
To    Age   40 

$250.00 

Up   to   $50,000.00 

$5,000.00 

$292.00 

$219.25 

$200.00 

Up   to   $40,000.00 

$5,000.00 

$234.50 

$176.00 

$150.00 
$100.00 

Up   to   $30,000.00 

$5,000.00 

$177.00 

$133.00 

Up   to    $20,000.00 

$5,000.00 

$119.50 

$  89.75 
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set  of  "lung  constants"  which  he  said  represents  an 
improvennent  "in  a  fundamental  way"  on  a  mathe- 
matical model  in  use  for  the  last  half  century. 

Archie  spoke  as  the  faculty-selected  representative 
of  the  UNC  School  of  Medicine  at  a  Student  Research 
Forum  sponsored  by  the  Student  American  Medical 
Association  at  the  University  of  Texas  Medical  Branch 
here.  He  was  selected  for  third-place  in  the  national 
competition  for  a  Mead  Johnson  Award. 

*         *        :i; 

Eight  medical  students  who  spend  part  time  in  re- 
search laboratories  reported  on  some  of  their  progress 
at  the  first  annual  Medical  Student  Research  Day  at 
the  UNC  School  of  Medicine  here  on  Wednesday  May  1. 

The  guest  speaker  for  the  new  event  was  Dr.  Kenneth 
M.  Brinkhous,  chairman  of  the  Department  of  Path- 
ology. His  topic  was  "A  Pip  in  your  Profile — Should 
Ft  Be  Research?" 

North  Carolina  students  reporting  on  their  projects 
were  W.  Woodrow  Burns.  .Ir..  of  Charlotte,  John  T. 
Cuttino.  Jr..  of  Matthews.  Ronald  G.  Michels  of 
Henderson.  Harold  H.  Cameron  of  Broadway,  Henry 
M.  Middleton  of  Raleigh.  Joseph  P.  Archie  of  Kinston. 
and  J.  Tift  Mann  III  of  Raleigh. 

A  Division  of  Pharmacy  Services  has  been  established 
at  N.  C.  Memorial  Hospital  in  Chapel  Hill  with  Fred 
M.  Eckels  as  director  and  D.  William  W.  Taylor  as 
associate  director. 

The  new  division  will  provide  pharmacy  services  for 
patients  at  the  hospital  and  coordinate  the  hospital's 
pharmacy  program  with  the  teaching,  research,  and 
service  program  in  hospital  pharmacy  at  the  University 
of  North  Carolina  School  of  Pharmacy. 

*  *    ^■ 

Two  family  physicians,  a  surgeon,  and  a  business- 
man received  Distinguished  Service  Awards  at  the 
annual  meeting  of  the  UNC  Medical  Alumni  Associa- 
tion, The  wards  recognized  "high  service  to  medicine 
and  to  fellow  man." 

Selected  for  the  awards  were  Dr.  Edgar  T.  Bedding- 
field.  Jr..  family  physician  in  Stantonsburg,  Dr.  Amos 
N.  Johnson,  family  physician  in  Garland,  Dr.  James 
E.  Davis,  Durham  surgeon  <and  new  president  of  the 
UNC  Medical  Alumni  Association  i,  and  J.  C.  Cowan 
Jr.,  Greensboro  businessman. 

*  *    * 

Martha  Elizabeth  Parker  of  Asheville.  a  second-year 
medical  student  at  the  UNC  School  of  Medicine,  was 
a  winner  in  the  10th  annual  competition  for  the  Stu- 
dent American  Medical  Association-Eaton  Medical 
Art  Awards.  Her  entry  was  a  watercolor  entitled  "A 
Case  of  Lupus  Erythematosus  in  a  29-Year-Old 
Woman." 

Miss  Parker  is  a  repeat  winner  in  the  national  com- 
petition. She  was  selected  in  1967  for  a  honorable  men- 
tion award. 

*  *    * 

Dr.  Robert  D.  Croom,  Jr.,  of  Maxton  was  elected 
president  of  the  University  of  North  Carolina  Medical 
Pai-ents'  Club  at  the  12th  annual  Parents'  Day.  He 
succeded  Frank  Cella  of  Raleigh. 


Dr.  Don  R.  Printz  of  Asheville  was  elevated  to  first 
vice  president  and  L.  0.  Branch  of  Durham  was 
elected  second  vice  president.  Dr.  Key  Lee  Barkley  of 
Raleigh  is  the  new  secretary. 

*  * 

Plastic  surgeons  from  the  U.  S.  and  Canada  held  the 
13th  annual  meeting  of  the  Plastic  Surgery  Research 
Council  in  Chapel  Hill. 

It  was  the  Council's  first  meeting  in  North  Carolina. 

*  *         H: 

Dr.  Edward  Glassman.  professor  of  biochemistry 
at  the  School  of  Medicine,  and  Dr.  Siegfried  Wenzel,  as- 
sociate professor  of  English,  both  at  the  University 
of  North  Carolina  in  Chapel  Hill,  were  selected  as  1988 
Guggenheim  Fellows. 

The  fellowships  are  granted  by  the  John  Simon 
Guggenheim  Memorial  Foundation  of  New  York  City 
to  persons  of  the  highest  capacity  for  scholarly  and 
scientific  research  and  to  persons  of  outstanding  and 
demonstrated  creative  ability  in  the  fine  arts. 

*  +         :!; 

One  of  the  adversities  of  old  age — brittle  bones — 
may  yield  to  treatment  by  a  hormone  discovered  only 
five  years  ago  and  now  undergoing  animal  tests  at 
the  UNC  School  of  Medicine. 

The  hormone— thyrocalcitonin— has  a  profound  ef- 
fect on  the  levels  of  calcium  and  phosphorus  in  the 
blood  by  its  action  on  the  skeleton.  It  has  been  found 
in  the  thyroid  gland  of  all  mammals  studied,  including 
man. 

Dr.  Cary  W.  Cooper,  an  advanced  U.  S.  Public 
Health  Service  Research  Fellow  in  Pharmacology  at 
the  UNC  medical  school  in  Chapel  Hill,  told  the  52nd 
annual  meeting  of  the  Federation  of  American  Socie- 
ties for  Experimental  Biology  in  Atlantic  City,  N.  J. 
that  the  hormone  may  prove  useful  in  preventing  and 
treating  bone  disorders  of  advancing  age. 

His  scientific  paper  was  co-authored  by  Dr.  Hajime 
Orimo,  another  research  fellow  in  pharmacology  at 
UNC.  The  research  team  headed  by  Dr.  Paul  L.  Mun- 
son,  chairman  of  UNC's  Department  of  Pharmacology, 
has  been  studying  the  function  of  thyrocalcitonin  in 
mammals  and  is  interested  in  its  possible  significance 
in  health  and  disease. 

*  *        :!: 

The  findings  of  a  study  of  the  bacteria  found  in  the 
nose  and  throat  of  cleft  palate  patients  was  explained 
to  the  American  Cleft  Palate  Association  in  Miami 
Beach.  Florida,  on  April  26  by  Dr.  James  J,  Crawford 
of  the  Oral  Microbiology  Laboratory  at  the  UNC  Dental 
Research  Center.  He  reviewed  a  study  of  82  patients 
treated  in  the  UNC  Cleft  Palate  and  Speech  Rehabilita- 
tion Program  here. 

The  research  has  been  conducted  with  Dr.  Newton 
D,  Fischer,  otolaryngologist  at  the  UNC  School  of 
Medicine,  and  Dr.  Cynthia  Harper,  a  former  UNC 
graduate  student  in  pedodontics  now  in  private  prac- 
tice in  Tampa,  Florida, 

*  >t<    * 

Dr,  H,  Haynes  Baird,  a  Charlotte  urologist,  was 
named    president-elect    of    the    University    of    North 
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Carolina  Medical  Alumni  Association  at  tlie  annual 
meeting. 

Dr.  James  E.  Davis.  Durham  surgeon,  became  presi- 
dent, succeeding  Dr.  H.  McLeod  Riggins  of  New 
York  City. 

Dr.  Charles  L.  Herring,  a  Kinston  internist,  was 
elected  vice  president,  and  Dr.  G.  Reginald  Tucker, 
Jr.,  Henderson  family  physician,  was  re-elected  secre- 
tary. 

Elected  councillors  were  Dr.  Ted  Blount  of  Winston- 
Salem,  Dr.  Zeb  Weaver  of  Asheville,  and  Dr.  Olin 
Perritt,  Jr.,  of  Wilmington. 

*  *    * 

C.  Clement  Lucas  Jr.  of  Lucama,  a  third-year  medi- 
cal student  at  UNC,  was  elected  president  of  the  60,000- 
member  Student  .American  Medical  Association  at  the 
annual  meeting  in  Detroit  on  April  27. 

*  * 

George  W.  Bensch  of  Raleigh,  a  senior  medical  stu- 
dent at  UNC,  was  av\arded  a  travel  fellowship  as  a 
student  delegate  to  the  third  International  Conference 
on  the  Future  of  Brain  Sciences  in  New  York  City  in 
early  May. 

*  *        ::; 

The  U.  S.  Children's  Bureau  has  awarded  a  five-year 
grant  totaling  about  $1,3  million  to  the  Department  of 
Maternal  and  Child  Health  at  the  UNC  School  of  Public 
Health  to  conduct  an  evaluation  of  its  national  family 
planning  programs  to  be  initiated  during  the  next 
fiscal  year. 

Dr.  J.  Richard  Udry,  UNC  public  health  sociologist 
and  project  director  under  the  new  grant,  said  his 
department  is  colaborating  with  the  Carolina  Popula- 
tion Center  here  to  develop  the  designs  for  a  set  of 
model  family  planning  programs. 

Operating  programs  all  over  the  U.  S.  will  be  based 
on  these  model  programs. 

*    *    * 

Dr.  George  P.  Hager,  dean  of  the  UNC  School  of 
Pharmacy,  was  selected  for  a  1968  American  Pharma- 
ceutical Association  Research  Achievement  Award. 
He  received  the  APHA  Foundation  Award  in  the  Ad- 
vancement of  Pharmacy  at  the  association's  annual 
meeting  in  Miami  Beach  on  May  5. 

*  *        ^: 

The  results  of  some  studies  on  the  control  of  scar 
tissue  in  animals  and  humans  was  reported  to  the 
American  Cleft  Palate  Association  in  Miami  Beach, 
Florida,  on  April  2.5  by  Dr.  William  C.  Trier  of  the  UNC 
School  of  Medicine.  He  presented  a  scientific  report 
on  research  conducted  with  Dr.  Erie  E.  Peacock  Jr., 
and  Dr.  John  Madden,  other  UNC  plastic  surgeons. 

The  research  team  is  testing  a  potent  extract  of  the 
common  flowering  sweet  pea  in  an  effort  to  control  the 
scar  tissue  in  a  heahng  wound. 

*  *        ;!: 

Six  scientific  papers  by  members  of  the  UNC  medi- 
cal faculty  were  presented  at  the  52nd  annual  meeting 
of  the  Federation  of  American  Societies  of  Experi- 
mental Biology  in  Atlantic  City,  New  Jersey. 


Dr.  Richard  M.  Peters,  surgeon  in  charge  of  chest 
surgery  at  the  UNC  School  of  Medicine  and  N.  C.  Me- 
morial Hospital  here,  discused  the  care  of  the  patient 
with  a  crushed  chest  at  a  meeting  of  the  North  Caro- 
lina Chapter  of  the  American  College  of  Surgeons  at 
Wrightsville  Beach  in  April. 

+  *  «: 

Dr.  W.  Fred  Mayes,  dean  of  the  University  of  North 
Carohna  School  of  Public  Health  in  Chapel  Hill,  was 
elected  to  a  three-year  term  as  secretary-treasurer  of 
the  Association  of  Schools  of  Public  Health  at  the  an- 
nual meeting  here. 

The  association  is  composed  of  15  schools  of  public 
health  in  the  U.  S.  and  two  in  Canada. 


News  Notes  from  the 
Duke  University  Medical  Center 

Hydra  I,  a  deep  dive  project  designed  to  solve  some 
of  man's  breathing  problems  in  penetrating  the  ocean 
depths,  was  scheduled  to  get  under  way  off  the  coast 
of  Marseilles,  France,  some  time  between  June  7  and 
15.  It  has  been  named  Hydra,  'partly  because  of  the 
critical  role  hydrogen  will  play  and  partly  because  al- 
most as  many  heads  are  involved  in  the  project  as 
owned  by  the  mythological  monster." 

The  project  is  a  joint  venture  of  the  Wrightsville 
iN.  C  Biomedical  Marine  Laboratory  and  Comex,  a 
French  firm  that  is  interested  in  developing  deep- 
sea  diving  craft  and  techniques.  The  Wrightsville 
Laboratory,  in  turn,  is  operated  jointly  by  the  Bowman 
Gray,  Duke,  and  the  University  of  North  Carolina 
schools  of  medicine. 

Also  involved  in  the  program  is  the  hyperbaric  oxy- 
genation group  at  Duke  Medical  Center.  Duke's  new 
hyperbaric  chamber,  capable  of  simulating  atmos- 
pheric conditions  found  1,000  feet  beneath  the  sea, 
was  used  for  preliminary  tests  leading  up  to  the  deep 
sea  dives  off  the  coast  of  France. 

Among  the  three  men  chosen  to  make  the  dives  is 
Dr.  Ralph  Brauer.  director  of  the  Wrightsville  Marine 
Laboratory.  A  physiologist  and  pharmacologist  as  well 
as  an  expert  diver,  he  will  breathe  a  mixture  of  hy- 
drogen and  oxygen,  a  combination  largely  untried  in 
an  ocean  atmosphere.  It  is  hoped  that  the  results  of 
the  dive  will  provide  both  medical  men  and  ocean 
scientists    with    new    knowledge    to    assault    this    and 

other  frontiers. 

*    *    •<■ 

Representatives  of  industry  and  government  as  well 
as  community  planners  and  hospital  and  university 
administrators  attended  an  institute  on  pre-retirement 
counseling  in  Asheville,  May  24-25. 

The  meeting  was  sponsored  by  the  Information  and 
Counseling  Service  for  Older  Persons,  of  the  Center 
for  the  Study  of  Aging  and  Human  Development,  Duke 
University  Medical  Center. 

Sessions  were  held  at  Highlands  Hospital,  Asheville, 
a  division  of  the  Duke  Department  of  Psychiatry. 

Dr.  Salih  J.  Wakil,  professor  of  biochemistry  at  the 
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Duke  University  Medical  Center,  has  been  named 
recipient  of  a  John  Simon  Guggenheim  Memorial  Foun- 
dation Fellowship  for  a  year  of  study  in  France. 

He  will  study  the  biological  function  of  membranes 
at  the  Pasteur  Institut  in  Paris.  The  fellowship  will 
be  from  June  1,  1968.  to  May  31,  1969. 

The  John  Simon  Guggenheim  Memorial  F'oundation 
was  established  in  memory  of  the  son  of  the  late 
U.  S.  Sen.  and  Mrs.  Simon  Guggenheim  of  Colorado.  Its 
purposes  are  to  improve  the  quality  of  education  and 
the  practice  of  the  arts  and  professions  in  the  United 
States,  to  foster  research  and  to  provide  for  the  cause 
of  better  international   understanding. 

Dr.  Wakil  is  a  native  of  Karbella.  Iraq,  and  became 
a  citizen  of  the  United  States  in  1964.  He  received  his 
bachelor  of  science  degree  in  1948  at  the  American 
University  of  Beirut.  Lebanon,  and  the  Ph.D.  degree 
from  the  University  of  Washington  in  Seattle.  He  served 
as  research  associate  and  assistant  professor  at  the 
Institute  for  Enzyme  Research  at  the  University  of 
Wisconsin,  before  joining  Duke's  Department  of  Bio- 
chemistry in  1959.  He  was  promoted  to  full  professor 
here  in   1965. 

*       *       ■:■:■ 

In  August  of  1963  the  nation  awaited  the  outcome  of 
doctors'  attempts  to  save  the  life  of  a  4-pound.  10-ounce 
baby  boy  in  Massachusetts.  But  the  the  attempts  were 
futile,  and  when  he  was  just  under  40  hours  old  the 
baby  died. 

The  infant  was  Patrick  Bouvier  Kennedy,  and  the 
death  of  the  President's  son  focused  renewed  attention 
on  a  relatively  little-known  respiratory  complication 
called   hyaline  membrane   disease. 

The  disease  is  not  a  rarity.  In  the  United  States  alone 
each  year  it  kills  more  than  25,000  newborn  babies. 
Doctors  know  how  it  kills,  but  they  don't  know  why  it 
develops.  Finding  out  why  is  the  object  of  research  at 
the  Duke  University  Medical  Center  here. 

The  pilot  project,  supported  by  the  United  Medical 
Research  Foundation  of  North  Carolina,  is  headed  by 
Dr.  George  W.  Brumley,  an  assistant  professor  of  pedia- 
trics and  director  of  Newborn  Services  at  Duke 
Hospital. 

As  background  to  the  disease.  Dr.  Brumley  explained 
that  the  lungs  are  filled  with  millions  and  millions 
of  tiny  air  sacs  called  pulmonary  alveoli.  It  is  through 
the  alveoli  that  the  body  receives  life-sustaining  oxygen 
which  is  carried  to  all  parts  of  the  body  by  the  red 
blood  cells. 

These  air  sacs  in  healthy  lungs  are  lined  with  fat- 
like material  called  pulmonary  surfactant,  which 
keeps  the  lungs  from  collapsing.  In  some  infants,  how- 
ever, this  material  is  absent  or  in  limited  supply  and 
the  alveoli  collapse.  When  this  happens,  the  capillaries 
adjacent  to  the  collapsed  alveoli  discharge  a  gooey 
material  somewhat  like  a  soap  film  which  forms  a  mem- 
brane within  the  lungs. 

This  process  of  hyahnization— replacement  of  func- 
tioning tissue  with  inactive  material  to  form  a  nun- 
functioning  membrane— gives  the  disorder  its  name. 
hyaline  membrane  disease. 


"This  material,"  Brumley  said,  speaking  of  the  pul- 
monary surfactant  which  lines  the  air  sacs  of  healthy 
lungs,  "is  made  by  special  cells  m  the  lungs.  The 
babies  who  die  would  appear  to  lack  the  ability  to 
make  this  material." 

In  his  investigation  into  why  hyaline  membrane 
disease  develops,  Brumley  is  studying  the  lungs  of  fetal 
lambs. 

"We  are  attempting  to  determine  how  this  material 
is  made  in  the  developing  lung  and  how  it  protects 
the  lung  from  collapse,"  he  said.  Researchers  can  per- 
form caesarean  sections  on  the  sheep,  examine  the 
fetal  lambs,  and  make  biochemical  studies  of  lung 
development  at  any  selected  point  in  the  five-month 
gestational  period. 

When  they  determine  the  cause — biochemical  injury 

or  whatever— Brumley  said,  they  hope  to  be  able  to 

produce   a  model  of  the  disease   in   lambs  for   study 

of  the  development  of  the  disease  itself. 
*    *    * 

Computers  are  not  likely  to  replace  the  doctor  as 
the  final  diagnostician.  But  already  they  are  helping 
free  physicians  and  hospitals  from  many  time-  con- 
suming chores  and  allowing  them  to  spend  more  time 
on  patient  care. 

That  is  one  of  the  purposes  of  the  Data  Processing 
Department  at  the  Duke  University  Medical  Center. 

One  function  of  the  IBM  1401  computer  system  at 
Duke  is  one  that  might  be  expected— record-keeping 
and  accounting  Medical  Center  Data  Processing  iMCDPi 
processes  records  for  both  the  Medical  and  Surgical 
Private  Diagnostic  Clinics.  But  the  center's  work  is 
far  more  directly  involved  in  patient  care  than  that. 
One  of  its  major  roles  is  the  development  and  mainten- 
ance of  a  medical  information  storage  and  retrieval 
system  called  MEDITRAN  or  Medical  Information 
Translator. 

Clinical  data,  doctor's  notes,  diagnostic  information 
and  other  material  related  to  specific  diseases  are  fed 
into  the  computer  and  stored  there.  Smith  explained. 
This  constantly  growing  bank  of  information  is  avail- 
able to  doctors  for  future  reference,  primarily  in  the 
areas  of  tumors,  urology,  neurology,  and  cardiovascular 
diseases. 

Just  now  MCDP  is  working  with  the  clinical  labora- 
tories, assisting  them  in  gathering  data  and  preparing- 
a  management  report  for  better  utilization  of  labora- 
tories. 

The  office  has  just  completed  a  preliminary  study 
for  Duke  Hospital's  dietetics  department  aimed  at 
determining  how  the  computer  might  assist  in  plan- 
ning menus  and  diets  particularly  specialized  diets 
for  patients. 

The  computer  is  an  invaluable  tool  to  the  statistician, 
and  much  medical  information  is  compiled  in  the  form 
of  statistics.  The  computer  helps  the  statistician  as- 
semble material  in  much  more  detail  than  he  might 
ordinarily,   and  do  it  much  faster. 

In  the  time  it  would  take  to  walk  across  the  room 
and  sharpen  a  pencil,  a  computer  could  search  the 
records  of  10,000  hospital  patients,  and  determine  how 
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many  of  the  white  males  over  35  had  been  in  bed  with 

measles  for  five  days  since  they  were  12. 
*    *    * 

Two  members  of  the  Duke  University  athletic  depart- 
ment and  an  Ohio  dentist  have  developed  a  new  type 
of  splint  that  includes  the  use  of  ice  or  cold-producing 
chemicals  and  inflatable  wrappings  designed  for  spe- 
cific parts  of  the  body. 

They  believe  that  their  "Thermo-splint"  will  be  much 
more  effective  in  reducing  swelling,  that  it  can  be  more 
quickly  and  easily  applied  than  conventional  type  splints 
and  that  it  will  be  helpful  in  treating  almost  all  types 
of  fractures  and  bruises. 

The  iaea  for  the  splint  was  conceived  by  Carmen  Fal- 
cone, professor  of  physical  education  and  athletics  and 
linebacker  coach  of  the  Duke  football  team.  Falcone, 
who  was  directing  Our  Lady  of  the  Hills  Camp  for 
children  in  Hendersonville,  N.  C,  treated  a  fracture 
one  day  by  wrapping  a  plastic  bag  around  a  boy's  leg, 
placing:  the  leg  into  an  inflatable  air  pillow,  packing  ice 
cubes  around  the  leg  and  inflating  the  pillow.  It  worked 
so  well  that  Falcone  discussed  it  with  Otho  Davis,  as- 
sistant professor  of  physical  education  and  athletics, 
and  contacted  a  dentist  friend.  Dr.  Fred  Dunning  in 
Brecksville.  Ohio,  who  operates  a  company  for  the  pro- 
duction and  distribution  of  athletic  equipment.  Dr. 
Dunning  flew  to  Durham  to  discuss  the  idea  further, 
and  within  a  month  he  had  come  up  with  workable 
designs. 

The  product  was  shown  publicly  for  the  first  time 
June  9-12  in  Houston  at  the  National  Athletic  Trainers 
Association  meeting.  It  will  be  marketed  soon  after. 


XORTH  Carolina  State  Board  of  Health 

Richard  Page  Hudson.  Jr.,  M.D.,  has  been  named 
Chief  Medical  Examiner  for  the  State  of  North  Caro- 
lina, according  to  announcement  by  Dr.  Jacob  Koomen, 
State  Health  Director.  This  appointment  was  approved 
by  the  State  Board  of  Health  meeting  in  Pinehurst. 

The  Office  of  Chief  Medical  Examiner,  to  function 
under  the  auspices  of  the  State  Board  of  Health,  was 
created  in  an  Act  by  the  1967  General  Assembly  to 
provide  for  a  statewide  system  for  postmortem  medi- 
colegal examinations.  The  appointment  is  made  for  a 
term  of  four  years. 

In  announcing  the  appintment  Dr.  Koomen  said, 
"We  are  most  fortunate  in  securing  the  services  of 
Dr.  Hudson,  who  has  outstanding  qualifications  for 
the  position  of  Chief  Medical  Examiner.  His  leadership 
should  mean  much  to  North  Carolina  in  this  important 
field." 

Dr.  Hudson,  a  native  of  Richmond,  Virginia,  is  a 
highly  qualified  and  skilled  forensic  pathologist.  He 
will  assume  his  new  duties  September  1  at  an  annual 
salary  of  $30,000.  The  office  of  the  State  Medical  Ex- 
aminer will  be  located  in  Chapel  Hill  and  will  function 
in  close  collaboration  with  the  University  of  North 
Carolina,  School  of  Medicine,  Department  of  Pathology. 

Dr,  Hudson  attended  Duke  University,  Durham,  N.  C. 
and  the  University  of  Richmond,  Richmond,  Va.,  where 


he  received  a  B.A.  degree  in  chemistry.  He  received  his 
medical  degree  from  the  Medical  College  of  Virginia. 
He  served  his  internship  in  pathology  at  John  Hopkins 
Hospital  and  was  assistant  pathologist  at  John  Hop- 
kins Hospital  from  July,  1957  to  June.  1958,  when  he 
was  called  to  military  duty  as  a  Captain  with  the 
U.  S.  Air  Force  Medical  Corps.  He  was  a  Research 
Fellow  at  Harvard  Medical  School,  Department  of  Legal 
Medicine  and  was  a  resident  in  Clinical  Pathology  at 
Kings  County  Hospital,  New  York.  He  has  served  as  an 
Instructor  in  Pathology  at  John  Hopkins  University. 
State  University  of  New  York,  Downstate,  and  the 
Medical  College  of  Virginia.  Currently,  he  is  associate 
professor  in  surgical  pathology  at  the  Medical  College 
of  Virginia. 

Dr.  Hudson  holds  certification  in  Anatomical  and 
Forensic  Pathology.  He  is  licensed  to  practice  medicine 
in  Virgiina,  New  York,  California  and  Massachusetts. 

He  is  a  member  of  the  Richmond  Academy  of  Medi- 
cine: Medical  Society  of  Virginia:  American  Medical 
Association:  Fellow.  College  of  American  Pathologist; 
American  Academy  of  Forensic  Sciences:  Fellow, 
American  Society  of  Clinical  Pathologists;  and  Jap- 
anese-American Society  of  Pathologists. 

Dr.  Hudson  is  married  to  the  former  Sally  Sewell. 
They  have  four  children. 


Conference  on  Psychiatric  Emergencies 
IN  Private  Medical  Practice 

As  part  of  the  program  of  the  Mental  Health  Com- 
mittee of  the  Medical  Society  of  the  State  of  North 
Carolina,  planning  has  been  underway  for  a  postgrad- 
uate conference  to  be  held  in  the  fall  of  1968  focusing 
on  the  area  of  psychiatric  emergencies  in  private 
medical  practice. 

With  the  significant  and  rapid  development  of  com- 
munity mental  health  programs,  one  important  goal 
has  been  to  manage  and  to  maintain  the  emotionally 
and  mentally  disturbed  in  the  community  rather  than 
treating  them  in  large  mental  institutions.  However, 
this  goal  can  only  be  achieved  if  the  personal  physi- 
cian becomes  more  knowledgeable  and  skilled  in  handl- 
ing the  emotionally  ill  patient  and  his  family.  Cherry 
Hospital,  the  regional  mental  hospital  serving  eastern 
Carolina,  is  centrally  involved  in  the  development  of 
mental  health  resources  in  this  area  and  in  working 
with  physicians  in  communities. 

This  postgraduate  conference  will  be  held  in  Golds- 
boro  at  the  Goldsboro  Motor  Hotel  on  Thursday,  Nov. 
7,  1968.  The  goals  will  be  to  offer  the  physician  more 
knowledge  and  skills  in  handling  the  emotionally  and 
mentally  disturbed.  There  will  be  an  afternoon  session 
and  an  evening  banquet  with  several  outstanding 
speakers. 

The  conference  will  be  sponsored  by  Cherry  Hospital 
in  cooperation  with  the  Medical  Society  of  North  Caro- 
lina through  its  Committee  on  Mental  Health,  the 
Medical  Auxiliary,  and  the  North  Carolina  Academy  of 
General  Practice. 
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National  Conference  on  the 
Medical  Aspects  of  Sports 

The  Tenth  National  Conference  on  the  Medical  As- 
pects of  Sports,  sponsored  by  the  American  Medical 
Association  under  the  auspices  of  its  Committee  on  the 
Medical  Aspects  of  Sports,  will  be  held  in  Miami 
Beach.  Florida,  at  the  Hotel  Deauville  on  December  1, 
1968.  The  Conference  is  held  annually  in  conjunction 
with  and  on  the  first  day  of  the  Clinical  Convention  of 
the  American  Medical  Association. 

The  Conference  is  open  to  key  nonmedical  athletic 
personnel  as  well  as  interested  physicians.  Those  who 
would  like  to  receive  further  information  concerning  the 
Conference  should  address  the  Committee  on  the  Medi- 
cal .Aspects  of  Sports.  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago,  Illinois  60610. 


American  Association  for 
Laboratory  Animal  Science 

The  mongolian  gerbil.  introduced  to  the  United  States 
only  six  years  ago,  "possesses  great  potential  for  a 
wide  variety  of  research  purposes  and  is  deserving  of 
investigations  in  its  own  right." 

This  was  the  conclusion  of  Dr.  Sigmund  T.  Rich,  of 
the  animal  care  facility  at  the  University  of  California, 
Los  Angeles,  writing  in  the  April  issue  of  Laboratory 
Animal   Care. 

He  pointed  out  that  the  first  gerbils  'Meriones  un- 
guicuiatusi  were  introduced  late  in  1962  by  Dr.  Victor 
Schwentker.  and  in  the  succeeding  years  the  tiny 
desert  animal  has  been  used  for  studies  of  "plague, 
leptospirosis,  brucellosis,  salmonellosis,  tuberculosis, 
rabies.  poUomyelitis,  antrax,  ornithosis,  schistosomiasis 
helminthiasis,  fUariasis  and  bratonellosis."  He  added: 

"Gerbils  require  less  labor  than  most  laboratory  ani- 
mals. TTiere  are  no  water  bottles  to  service  and  the 
litter  need  not  be  changed  so  frequently,  as  gerbils 
excrete  only  drops  of  urine  per  day  and  have  small, 
dry  fecal  pellets." 

Dr.  Rich  pointed  out  that  the  gerbil's  peculiar  diet 
and  metabolism  makes  it  a  uniquely  useful  laboratory 
animal. 

"  Since  it  can  survive  indefinitely  on  a  diet  of  dry 
grains,  deriving  its  water  from  the  low  moisture  con- 
tent of  its  feed  by  metabohc  processes  and  conserving 
moisture  by  excreting  a  highly  concentrated  urine,  it 
presents  a  valuable  research  tool  to  study  many  as- 
pects  of   kidney   function." 


Industrial  Medical  Association 

At  last,  reliable  data  have  been  developed  by  which 
hearing  loss  can  be  related  to  noise  intensity,  fre- 
quency distribution,  and  duration  of  exposure.  To  meet 
the  need  for  reliable  noise  criteria  for  use  in  hearing 
conservation  and  noise  control  programs  for  industrial 
workers,  a  set  of  guidelines  has  been  developed  by 
an  Inter-Society  Committee  of  industrial  physicians 
and    industrial    hygienists.    These   data   represent    the 


first  attempt  to  extract  and  condense  pertinent  infor- 
mation from  various  scientific  literature  sources  into 
a  meaningful  and  authoritative  guide  for  the  protec- 
tion of  hearing  of  industrial  workers. 

It  was  pointed  out  that  generally  many  years  of 
exposure  to  high  noise  levels  are  required  to  produce 
significant  permanent  impairment  in  the  exposed  group 
and  that  here  are  marked  differences  in  the  hearing 
of  individuals  and  in  their  response  to  noise.  While  a 
portion  or  all  of  a  hearing  impairment  may  be  due  to 
causes  other  than  noise  exposure,  the  Guidelines  are 
directed  toward  the  prevention  of  that  portion  of  the 
permanent  hearing  loss  resulting  from  exposure  to 
steady  noise.  It  is  believed  that  the  Guidelines  will  aid 
industrial  management  in  recognizing  the  need  for 
noise  control  programs  and  will  be  useful  in  estab- 
hshing  such  programs. 

Copies  of  the  report,  entitled  "Guidelines  for  Noise 
Exposure  Control,"  are  available  at  30c  each  from  the 
Industrial  Medical  Association.  55  East  Washington  St., 
Chicago,   111.   60602. 


National  Institutes  of  Health 

The  biology  of  cancer  cells  will  be  given  intensive 
study  by  scientists  at  the  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia,  under  a  grant  from 
the  Public  Health  Service's  National  Cancer  Institute, 
National  Institutes  of  Health. 

Research  will  concentrate  on  phenomena  associated 
with  the  external  surfaces  of  cancer  cells,  such  as 
their  exceptional  stickiness  without  mutual  adhesive- 
ness. Among  factors  to  be  evaluated  are  hormones  that 
may  contribute  to  the  surface  stickiness  of  cancer 
cells.  It  is  believed  that  as  these  cells  migrate  to  dis- 
tant parts  of  the  body,  their  stickiness  may  encourage 
them  to  adhere  to  other  tissues  and  organs,  thereby 
facilitating  the  development  of  new  colonies  of  cancer 
cells. 

Observing  normal  cells  with  an  electron  microscope, 
the  scientists  will  look  for  changes  in  cell  coating  that 
might  facilitate  penetration  by  viruses  or  damage  to  the 
cell  by  cancer-causing  chemicals.  They  will  also  inves- 
tigate the  role  of  body  fluids,  such  as  blood  and  lymph, 
in  enhancing  or  deterring  the  spread  of  cancer  cells 
throughout  the  body. 

A  special  study  will  be  made  of  lymphocytes,  believed 
to  play  a  role  in  the  healthy  person's  immunity  from 
cancer.  Interactions  of  viruses  and  cells,  and  cell 
changes   that   foreshadow   the   development   of   cancer 

in  animals,  will  also  be  explored. 

*    *    * 

The  exacting  task  of  protecting  the  public  against 
unsafe  or  ineffective  vaccines,  serums,  and  other 
biological  products  is  the  subject  of  a  booklet  just 
issued  by  the  Division  of  Biologies  Standards  (DBS> 
of  the  National  Institutes  of  Health. 

The  illustrated  brochure  highlights  the  research  op- 
portunities related  to  the  DBS  mission — the  control  of 
biological    products.     Photographs    illustrate    animal 
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tests,  laboratory  techniques,  and  research-related  con- 
trol and  test  procedures,  all  of  which  are  an  essential 
part  of  DBS's  responsibility  for  maintaining  standards 
of  quality  and  safety  of  biologies. 

Single  free  copies  of  Public  Health  Service  Pubhca- 
tion  No.  1744  may  be  obtained  from  the  Information 
Office  Division  of  Biologies  Standards,  National  Insti- 
tutes of  Health.  Bethesda.  Maryland.  Copies  may  be 
purchased  from  the  Superintendent  of  Documents,  U.  S. 
Government  Printing  Office.  Washington,  D.  C.  at  15 
cents  each. 


Tne  Montli  in  Wasnin^ton 

The  federal  government  has  established 
a  new  agency  and  oppointed  two  new  ad- 
visory committees  in  the  health  care  field. 

The  new  agency  is  the  National  Center  for 
Health  Services  Research  and  Development. 
The  committees  are: 

1.  The  Medical  Assistance  Advisory  Coun- 
cil that  will  advise  the  secretary  of  Health, 
Education,  and  Welfare  on  matters  relating 
to  federal-state  medical  aid  programs. 

2.  A  panel  to  give  the  Social  Security 
commissioner  advice  on  experiments  to  find 
new  methods  of  reimbursing  hospitals  and 
physicians  for  health  care  under  Medicare 
and  other  federal  health  programs. 

Health,  Education,  and  Welfare  spokes- 
men said  the  new  center  will  work  with 
universities,  industry,  hospitals,  practition- 
ers, and  research  institutions  to  seek  new 
ways  of  delivering  health  care. 

The  immediate  goals  of  the  center  were 
listed  as: 

— More  efficient  utilization  of  health  per- 
sonnel, including  the  development  of  new 
types  of  health  workers  at  the  professional, 
technical,  and  auxiliary  levels. 

— Increased  productivity  and  better  man- 
agement of  all  elements  of  the  medical  care 
system  to  improve  quality  and  moderate 
rapidly  rising  costs. 

— -Technological  innovation,  for  immediate 
application,  to  achieve  cost  reduction  and 
quality  improvement. 

— To  survey  and  analyze  health  systems, 
including  costs  and  financing,  and  to  test 
new  concepts  and  systems  of  health  care 
delivery. 

— To  recruit,  train,  and  develop  personnel 


for  health  services  research,  including  the 
establishment  of  regional,  non-federal  cen- 
ters for  health  services  research  and  train- 
ing. 

— Collection  and  correlation  of  existing 
information  on  health  services  delivery  for 
planning  and  organization  design. 

— Initiation  of  systems'  studies  of  institu- 
tional design,  construction,  equipment  and 
maintenance  and  support  construction  of 
cost-saving  innovations. 

Director  of  the  center,  which  is  under  the 
newly  created  Health  Services  and  Mental 
Health  Administration,  is  Dr.  Paul  J.  Sana- 
zaro,  who  had  directed  education  and  medi- 
cal care  research  for  the  Association  of 
American  Medical  Colleges  since  1962. 

HEW  said  the  advisory  council  would  be 
consulted  on  program  development  and  prac- 
tical operational  problems  involved  in  Medi- 
caid (Title  XIX  of  Social  Security).  Such 
programs  are  in  operation  in  38  states, 
Guam,  Puerto  Rico,  and  the  Virgin  Islands. 
Rashi  Fein,  Ph.D.,  a  chief  economist  at  the 
Brookings  Institution,  was  named  chairman 
of  the  21-member  council  which  includes  six 
physicians. 

One  of  the  six  is  Dr.  Amos  N.  Johnson  of 
Garland,  N.  C. 

The  Social  Security  Administration  said 
the  reimbursement  panel  would  review  pro- 
posals for  experiments  submitted  by  insti- 
tutions and  individuals  in  the  health  care  and 
health  insurance  fields.  After  such  reviews, 
it  will  be  asked  to  recommend  the  ones  it 
believes  to  have  the  greatest  potential. 
*     *     * 

The  American  Medical  Association  urged 
that  Congress  appropriate  maximum 
amounts  for  support  of  medical  education. 

The  AMA  position  was  outlined  by  Dr. 
C.  H.  William  Ruhe,  director  of  the  AMA's 
division  of  medical  education,  at  a  hearing 
of  a  House  appropriations  subcommittee. 

"We  recognize  the  present  concern  of  the 
Congress  and  the  nation  for  an  overall  reduc- 
tion in  federal  expenditures,"  Dr.  Ruhe  said. 
"However,  we  believe  that  the  urgent  need 
for  more  physicians  merits  the  funding,  to 
the  fullest  extent  possible,  of  legislation 
supporting  medical  education.  .  .  . 
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"An  urgent  need  exists  in  this  country 
for  more  physicians  to  meet  the  health  care 
needs  of  the  American  public.  This  need 
can  only  be  met  effectively  by  a  major  in- 
crease in  the  capacity  of  American  medical 
schools  to  educate  more  physicians." 

Dr.  Ruhe  noted  that  federal  aid  to  medi- 
cal schools  under  the  proposed  Health  Man- 
power Act  of  1968  would  not  become  avail- 
able before  1970.  Therefore,  he  said  efforts 
must  be  made  to  secure  the  essential  im- 
mediate increase  in  financial  support 
through  increased  appropriations  under  ex- 
isting law.  He  listed  the  Health  Professions 
Educational  Assistance  Act,  the  Health  Re- 
search Facilities  Construction  Act,  the  Medi- 
cal Act,  and  the  general  research  support 
authority  of  the  National  Institutes  of 
Health.  *     *     * 

Gov.  Nelson  Rockefeller  of  New  York  and 
two  other  witnesses  at  a  Senate  subcommit- 
tee hearing  supported  national  compulsory 
health  insurance  as  a  solution  of  the  problem 
of  rising  health  care  costs. 

The  other  witnesses  were  Olcott  D.  Smith, 
chairman  of  Aetna  Life  and  Casualty  Com- 
pany, who  expressed  belief  that  private  com- 
panies could  work  with  the  government  ef- 
fectively on  such  a  program,  and  economist 
Victor  Fuchs. 

But  Wilbur  J.  Cohen,  acting  secretary  of 
Health,  Education  and  Welfare  who  favored 
the  plan  20  years  ago,  said  he  now  believes 
the  government  should  move  on  other  fronts. 
He  said  it  would  be  difficult — a  "monumen- 
table  task" — at  this  time  to  achieve  a  work- 
able and  acceptable  program  of  compulsory 
national  health  insurance.  He  did  not  fore- 
see the  United  States  following  the  pattern 
of  European  nations  in  adopting  a  monolithic 
central  health  system  for  the  entire  nation. 
He  said  this  country  is  too  large  for  a  single 
plan,  but  that  the  benefits  under  any  various 
plans  adopted  .should  be  relatively  uniform 
for  all  Americans. 

Cohen  said  first  priority  now  should  be 
given  maternal  and  child  health  programs. 
He  listed  as  other  "must"  programs  the  ex- 
pansion of  medical  manpower  and  health 
facilities  and  the  continued  investment  in 
health  research. 


N.  C.  Regional  Medical  Program 

(Continued  from  page  250) 

Subcommittee  for  Hospitals 

.John   Rankin,    Chairman.     Charlotte   Memorial   Hos- 
pital'. Charlotte,   N.   C. 

Charles  Frenzel.   'Duke  University  Medical  Center », 
Durham.  N.  C. 

William  Ivey,    i  North   Carolina   Memorial   Hospital  i. 
Chapel  Hill,  N.  C. 

Reid  T.  Holmes.   'North  Carolina  Baptist  Hospital i. 
Winston-Salem.   N.   C. 

Mr.  Robert  M.  Gantt.  .Jr.,    Haywood  County  Hospital', 
Waynesville.  N.  C. 

J.   Grayson  Brothers,     Grace   Hospital'.   Morganton, 
N.  C. 

WiUiam   0.    Moser.    'Morehead   Memorial   Hospital), 
Leaksville.  N.  C. 

Ear!  BuUard.  'Rowan  Memorial  Hospital',  Salisbury, 
N.   C. 

.John  C.  Blanton.  'Rowan-Chowan  Hospital'.  .Ahoskie, 
N.  C. 

William    F.    Andrews     Memorial    Hospital   of   Wake 
County,   Raleigh,  N.   C. 

Roy  R.  Creech,  'Cleveland  Memorial  Hospital),  Shel- 
by, N.  C. 

Mariori  J.  Foster.    E.xecutive  Director  N.  C.  Hospital 
Assn.  I,  Raleigh,  N.  C. 

C.  S.  Kipp,  'Blowing  Rock  Hospital).  Blowing  Rock, 
N.  C. 

Donald  Morgan,  'C.  J.  Harris  Community  Hospital), 
Sylva,  N.  C. 

Dr.    John    C.    Reece.    'Grace   Hospital),   Morganton, 
N.  C. 

H.    Carl    Rowland.    'Duke    Endowment'.    Charlotte, 
N.  C. 

Subcommittee  for  Rehabilitation 

Dr.  L.  L.  Schurter,  '  Division  of  Vocational  Rehabilita- 
tion), Dept.  of  Public  Instruction,  Raleigh,  N.  C. 

Mr.    Forrest    H.    Shuford.      Industrial    Commission', 
Raleigh.  N.  C. 

Mr.   Emmett   L.   Sellers,   'Dept.   of  Public  Welfare), 
Raleigh,  N.  C. 

Mrs.  Bert  Tyson,   'American  Cancer  Society).  N.  C. 
Division,  Raleigh,  N.  C. 

Mr.  G.  R.  Galloway.    Commision  for  the  Blind),  Ra- 
leigh. N.  C. 

Mr.  T.  M.  Wilson,  '  Division  of  Vocatinal  Rehabilita- 
tion), Dept.  of  Public  Instruction,  Raleigh,  N.  C. 

Dr.  Donald  D.  Weir.  (Univ.  of  N.  C.  School  of  Medi- 
cine), Chapel  HUl,  N,  C. 

Dr.    Edwin   H.   Martinat.    'Bowman   Gray   School   of 
Medicine  I,  Winston-Salem.  N.  C. 

Dr.  Robert  A.  Gregg.   '  Duke  Univ.  School  of  Medi- 
cine'. Durham,  N.  C. 

Mr.   Larkin  Teasley.    'N.   C.   Mutual  Life  Insurance 
Co.'.  Durham,  N.  C. 

Mr.  Joseph  Barnes.    Rex  Hospital'.  Raleigh.  N.  C. 

Dr.  William  B.  Jones.  Jr..   'State  Board  of  Health', 
Raleigh,  N.  C. 
Miss  Ann  Watson.   'Social  Work'.  Durham.  N.  C. 


272 


iNORTH  CAROLINA  MEDICAL  JOURNAL 


June.  1968 


Subcommittee  for  Stroke 

Dr.  William  T.  MacLauchlin.  'State  Medical  Society), 
Conover,  N.  C. 

Dr.  Ernest  B.  Page.  Jr..  'State  Medical  Society), 
Raleigh,  N.  C. 

Dr.  James  A.  McFarland.  'N.  C.  Heart  Association), 
Rutherfordton,  N.  C. 

Dr.  Robert  A.  Gregg.  'Duke  University  School  of 
Medicine'.  Rehabilitation.  Durham.  N.  C. 

Dr.  Charles  E.  Morris,  'Univ.  of  N.  C.  School  of 
Medicine'.   Division  of  Neurology.   Chapel  Hill,  N.   C. 

Dr.  John  Gerber,  'Duke  University— VA),  Durham, 
N.  C. 

Dr.  William  M.  McKinney.  'Bowman  Gray  School  of 
Medicine'.  Department  of  Neurology.  Winston-Salem, 
N.  C. 

Dr.  John  D.  Dorsett.  Jr.,  'N.  C.  Heart  Association', 
Charlotte.  North  Carolina 

Dr.  Frank  N.  Sullivan,  'Regional  Medical  Program 
Advisory  Council'.  Wilson.  N.  C. 

W.  James  Logan.  'Regional  Medical  Program  Ad- 
visory Council',   Chapel  Hill.  N.   C. 

Dr.  E.  H.  EUinwood.  'N.  C.  Public  Health  Associa- 
tion'. Greensboro.  North  Carolina 

Dr.  Theodore  D.  Scurletis,  State  Board  of  Health), 
Raleigh.  N.  C. 

Mrs.  Pauline  McCaskill.  'School  of  Nursing— Univ.  of 
N.  C.),  Chapel  Hill.  N.  C. 


Classified  Advertisements 

"Internist,  broad  experience  and  background,  interested 
salaried  position,  regular  hours  without  compulsory 
age  retirement.  Not  necessarily  internal  medicine, 
preferably  but  not  necessarily.  Optional  pension  after 
10  years."  Write  25-3  P.  0.  Box  790,  Raleigh,  N.  C.  J 

Thriving  2-doctor  pediatric  practice  available.  Piedmont 
university  city,  incumbents  leaving  for  full-time 
institutional  work;  board-eligible  people  satisfactory. 
This  is  not  a  sale:  space  and  records  are  available, 
however.  Reply  to  Box  7iH),  Raleigh,  N.  C.  27602         J 


Partner  urgently  needed  to  associate  with  37  year  old 
G.P.  to  replace  partner  leaving  the  state.  Very  busy 
dual  practice  in  North  Carolina's  largest  city.  Ex- 
cellent hospital  and  office  facilities.  Fine  medical 
community.  Exceptional  financial  opportunity.  Hos- 
pital privileges  require  one  year  any  type  residency. 
Reply:  C.  O.  Chrysler,  3319  Gresham  Place,  Charlotte, 
North   Carolina.   28211  TF 

PHYSICIANS  WANTED  for  four  man  group  emergency 
room  coverage,  250  bed  hospital  expanding  to  375  beds. 
Guaranteed  minimum  income  $24,000  annually,  42 
hour  work  week,  30  days  vacation  annually,  with 
hospital  providing  relief  for  vacation  period.  Contact 
Administrator  High  Point  Memorial  Hospital.  High 
Point,  N.  C.  JJA 

WANTED  NOW!  General  Practitioner  at  Stanley viUe, 
(One  mile  North  of  Winston-Salem,  N.  C.)  Office 
space  now  available.  Call  722-6403  or  377-2244,  Martin 
Wall.  Rent  free  first  six  months.  JJA 

PHYSICIANS  WANTED:  Positions  are  available  for 
Psychiatrists,  Generalists,  Internists,  and  General 
Surgeons  in  a  2300  bed  psychiatric  hospital.  Emphasis 
on  communit.v  outreach.  Salaries  open  and  competi- 
tive. Benefits  include  a  40-hour  work  week:  3  weeks 
vacation:  10  days  accumulative  sick  leave;  10  paid 
holidays:  liberal  retirement  and  disability  benefits. 
Conveniently  located  in  a  progressive,  small  city  28 
miles  south  of  the  Blue  Ridge  Parkway.  Close  to 
large  shopping  areas.  Contact:  J.  Iverson  Riddle, 
M.D.,  Superintendent,  Broughton  Hospital,  Morgan- 
ton,   N.   C.   28655  MJJ 


The  problem  of  the  heart  and  blood  vessel  diseases 
is  never  purely  local,  nor  can  it  be  attacked  solely  on 
a  national  basis,  says  the  North  Carolina  Heart  .Asso- 
ciation. For  example,  medical  research  may  be  per- 
formed wherever  facilities  and  competent  scientists 
exist,  but  application  of  research  finding  for  the  bene- 
fit of  patients  requires  participation  by  local  groups 
and  individuals. 
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